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Abstract
The number of Canadian seniors with 2 or more chronic health conditions living into
their late 90s or older has never been greater. As such, concerns have been raised that the
Canadian healthcare system will be unable to meet the growing healthcare needs of the
aging population. In this project, an Advanced Practice Nursing needs assessment was
used to identify the impact that caring for a senior has on caregivers’ stress levels, and
what resources caregivers need to in order to cope with their role. Guided by Neuman’s
system model theory and Rogers’ diffusion of innovation model, a convenience sampling
technique was used to gather a sample of caregivers who provide services to seniors age
65 years and older. A total of 33 individuals were sampled; however, valid data were
present for only 25 respondents in the quantitative investigation and 27 respondents in the
qualitative investigation. Quantitative data were gathered on demographic variables, a
caregiver’s overall level of stress, and a caregiver’s burden. Qualitative data were
gathered on what resources would help a caregiver feel less stressed. Nonparametric
statistics were used to analyze the quantitative data, and the qualitative data were
subjected to a content analysis. Quantitative results revealed that as the respondents got
older, their caregiver burden and stress increased; the data also revealed that more
educated respondents had less caregiver burden and less stress. Analysis of the qualitative
data found that the caregivers wanted more support, more information on how to be a
better caregiver, more respite care, and more help from both the Community Care Access
Centers and the government. It is expected that the findings of this project can be used as
a basis for planning and allocating services for caregivers.
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Section 1: Introduction
Introduction
A large number of seniors who wind up in the hospital are often unable to return
to their own homes following hospitalization (Walker, 2011). When senior patients are
medically stable and suitable for discharge and an alternative level of care (ALC), they
often cannot return to their original residential circumstances because they are unable to
cope on their own: there are safety issues, insufficient care, cognitive deficits, chronic
health conditions requiring care, and reduced mobility. Ideally, seniors who cannot care
for themselves should be placed in a long-term care (LTC) facility (Walker, 2011).
However, space limitations, lengthy wait times, and costs all conspire to keep seniors out
of LTC facilities (Walker, 2011). With the baby boomer generation (which the Census
Bureau (2010) defines as someone born between 1946 and 1964) now aging into senior
status, there are more seniors seeking LTC than there are beds available (Sinha, 2012). In
the province of Ontario, in 2011, there were 1.9 million Ontarians age 65 years or older,
which is equivalent to14.6% of the province’s overall population (Sinha, 2012).
When a senior can no longer care for him or herself, and when that senior cannot
gain access to an LTC facility, a caregiver must step up and provide support (Sinha,
2012). In society today, older adults and their caregivers often face situations that
increase the caregiver’s stress levels, such as the seniors’ difficulty with mobility, safety
problems, falls, cognitive deficits, fecal and urinary incontinence, chronic health
conditions, and psychosocial and/or behavioral changes (Health Council of Canada
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[HCC], 2012). Many caregivers have few if any medical and nursing skills; they often
need financial assistance to provide proper care (HCC, 2012).
Any one of these factors alone would increase a caregiver’s stress, but when taken
together, it is reasonable to argue that a caregiver might become so stressed that he or she
may experience “caregiver burnout” (HCC, 2012). Caregiver burnout occurs when a
caregiver is stretched beyond his or her capacity to provide assistance. When caregivers
report high levels of stress, depression, and difficulties in continuing to provide care
(HCC, 2012), they are by definition burnt out.
The distress experienced by informal caregivers extended into their paid working
hours. A recent caregiver survey showed that more than half of women (55%) and almost
half of men (45%) who provided informal care reported that their caregiving had a
deleterious impact on their employment (Canadian Institute for Health Information
(CIHI), 2009).
In order to continue providing care, family caregivers need assistance and support
so that their own physical and mental health needs are met (Judge et al., 2011). Yet to
date, there are no clear solutions in place for dealing with caregiver stress (HCC, 2012).
Thus, there is a distinct need to conduct a study that will identify potential solutions and
resources for reducing caregiver stress. This project attempted to determine whether
caring for seniors predicted a caregiver’s stress level, as well as to ascertain what services
would help to reduce caregiver stress for those persons who provide care to Canadian
senior citizens.
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A needs assessment is a systematic effort to gather evidence to determine the
number of individuals in a community who require particular services (Monette, Sullivan
& DeJong, 2002). In other words, a needs assessment helps a researcher to pinpoint the
reasons why there are gaps in the performance of a currently available program, as well
as to identify new and future performance needs (Sutton, Grimmer-Somers & Jeffries,
2008). Consequently, this project sought to identify the impact that caring for seniors has
on the caregiver’s stress level, and what support caregivers of senior citizens need to cope
with their caregiving role. It was also hoped that the findings of this project could be used
as a basis for planning and allocating services for caregivers of senior citizens.
Problem Statement
It stands to reason that a significant number of Canadian caregivers encounter a
great deal of stress on a daily basis, given that caregivers are oftentimes themselves older
adults who are also juggling the responsibilities of family, work, and their own personal
circumstances. For example, in 2007, 2.7 million Canadian family caregivers helping
seniors with long-term health conditions were over the age of 45. Nearly 60% of these
family caregivers were women, and 57% were employed (HCC, 2012). Furthermore,
caregivers are also more likely than not to be family members or friends who are serving
in an unpaid capacity (Sinha, 2012). For instance, most informal care (about 80%) comes
from unpaid family members, friends, and neighbors. When the time required to provide
care increases, so too does the caregivers’ stress (CIHI, 2011).
Caregiver support is one of the reasons why so many older Canadians are able to
age in their places of choice for as long as possible (Sinha, 2012). Yet this has the
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unfortunate outcome of placing increasing amounts of responsibility on the caregivers
themselves (Sinha, 2012). Now more than ever, there is a compelling reason to examine
the ways in which Canadian society serves seniors and their caregivers (Sinha, 2012).
Although caregiving can be personally rewarding, it can be stressful, expensive, and can
take an enormous toll on a caregiver’s health and well-being (Sinha, 2012). What remains
unknown at this point is just exactly how stressful it is for a person to be a caregiver for a
senior citizen. It is also unknown what resources caregivers believe would help them
better handle the stress they feel when caring for a senior citizen. Therefore, this project
conducted a needs assessment in order to understand whether caring for seniors predicted
the stress a caregiver experiences, as well as what services would help to reduce
caregiver stress for those providing care to Canadian senior citizens.
Purpose Statement
The purpose of this needs assessment project was to determine whether caring for
senior citizens predicted a caregiver’s stress level, as well as to highlight the resources
caregivers would like to help them to cope with their stress. There are multiple potential
sources of stress for caregivers. Some examples include financial limitations, seniors’
complex medical health conditions and their increased care needs, inadequate access to
health care information, and lengthy wait times prior to admission of seniors to LTC
facilities. Consequently, one of the primary goals of this needs assessment project was to
identify the factors that are most responsible for causing the caregivers of seniors to
experience stress, as well as to identify the resources that caregivers need to avoid
caregiver burnout.
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A recent survey of caregivers found that the care needs of senior citizens have
exceeded what caregivers can physically provide; hence, caregivers are stretched beyond
their capacity (CIHI, 2011). According to the Family Caregiver Alliance (FGA; 2012), in
Canada, today, there is a large number of family caregivers helping relatives with
medical and nursing tasks, such as medication management, wound care, and monitoring
equipment (e.g., ventilators, feeding tubes, home dialysis units). Caregivers rarely receive
adequate training to ensure they are able to perform these medical and nursing tasks. As a
result, caregivers are concerned they might be making a mistake or may harm their
family member (FGA, 2012), which undoubtedly leads to increased caregiver stress.
Consequently, even the well-intentioned efforts of caregivers can result in high levels of
stress, sleepless nights, exhaustion, and depression, as well as both physical and mental
health breakdowns (CIHI, 2011).
The goal of this project was to conduct a needs assessment to determine (a) the
impact that caring for seniors has on the caregiver’s stress level and (b) the resources that
would help reduce caregivers’ stress. It is anticipated that the findings of this project can
be used as a basis for planning and allocating services and resources for caregivers of
senior citizens in both Canada and abroad. It was assumed that the information gleaned
from this study would help reduce their stress and thus allow them to continue assisting
seniors (Sinha, 2012). The specific objectives of this needs assessment project were as
follows:
1. To conduct a needs assessment that would determine what resources could
help to reduce caregiver stress for those who provide care to Canadian senior
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citizens;
2. To administer a Stress Scale Inventory Questionnaire assessment tool that
would gather information about a caregiving situation so that the specific
problems and needs of senior caregivers could be identified;
3. To review current sources of caregiver support services to help identify and
describe the current state of caregiver services (if any);
4. To analyze the collected data, report the findings, and use the findings as a
basis for planning and allocating services for caregivers of senior citizens.
Significance to Practice and Social Change
This project examined the stress levels that caregivers experience when assisting
seniors and set out to identify what resources would help to reduce caregiver stress levels.
By collecting and analyzing primary data, this project was able to highlight some of the
challenges that caregivers experience. Ultimately this project was expected to contribute
by providing information that is relevant to the practice of nursing as it relates to
caregiving of senior citizens.
More specifically, the results of this needs assessment project provide insights
into the types of support that caregivers wish to have as they care for senior citizens.
Having information on this can be used to help prevent burnout. The findings of this
project should also serve to initiate some thought-provoking conversations on the issue of
caregiver stress and burnout among healthcare agencies, healthcare professionals, and
individuals. The hope is that all would come to think differently about the impact that
caregiver stress can have on the care provided to seniors.
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Project Question
This project set about to address two questions that are linked in scope. First, this
project sought to understand if caring for seniors predicts the level of stress a caregiver
experiences. Second, this project sought to understand what resources would help
caregivers who provide care to Canadian seniors cope with the stress they experience.
Evidence-Based Significance of the Project
Because of an improved health care system and strong economic times, seniors
are living longer; however, they do struggle with more chronic health conditions. The
number of seniors requiring care is increasing, and those seniors who receive home care
from caregivers have grown over the past decades.
It is estimated that at least 46% of caregivers experience stress and 15% of
caregivers report that the people they care for are verbally or physically abusive.
Approximately 20% of caregivers are frail, disabled or are in need of health care
themselves (HCC, 2012). To date there is no clear evidence that measures the amount of
stress a caregiver experiences. Additionally, no clear solution for the problem of
caregiver stress has yet been identified (HCC, 2012). For these reasons, this project
aimed to bring focus to the issue of caregiver stress. Specifically, this project sought to
use a needs assessment methodology to identify the amount of stress that caregivers
experience when caring for seniors, and to identify the resources that caregivers would
like to have to help them to reduce their stress.
There is an urgent need to find solutions, options, and alternatives for caregivers
experiencing stress. According to Sinha (2012), the population of older Ontarians will
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double over the next 20 years, while the number of individuals aged 85 and older will
quadruple. The health care cost incurred by the 10% of seniors with the most complex
health care challenges accounts for 65% of collective health care spending while the least
complex health care cases, which consists of roughly 50% of seniors, accounts for 6% of
Ontarians’ collective health care spending (Sinha, 2012). Someone will have to care for
these aging Canadians, which means that the number of caregivers in Canada must
increase. It stands to reason that as the aging population increases, so too will the
frustration and stress caregivers experience (CIHI, 2011). Today, most seniors (93%) in
Canada live at home and want to stay there as long as possible (CIHI, 2011). This means
that many family members will be tasked with caring for aging seniors who remain in
their home. The Home Care Association (2008) defines successful aging as the ability to
adapt well to the changes accompanying growing older. Although many seniors can do
this without support, an increasing number of seniors need help from both family
caregivers and non-family caregivers in order to stay in their homes.
An average of 5,200 hospital beds each day are occupied by patients who no
longer require acute care, but who still require some level of care as these patients are not
able to manage independently (HCC, 2012). The majority (85%) of these patients are
seniors, and more than one-third (35%) are 85 years of age or older (HCC, 2012). Once
discharged from the hospital, these seniors will need care, which means that a caregiver
will have to attend to them. Caring for a senior citizen can be stressful on the caregiver.
The question remains: How stressful is it to be a caregiver for a senior citizen, and more
importantly, what resources do caregivers believe will be effective in decreasing the
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amount of stress they experience as they provide care to older adults?
Implications for Social Change in Practice
In line with Walden University’s mission, this DNP project sought to encourage
positive social change by creating and applying ideas, strategies, and actions that promote
the worth, dignity, and development of individuals, communities, organizations,
institutions, cultures, and societies in order to improve the overall human and social
conditions (Walden University, 2012). In addition, Walden supports positive social
change through the development of principled, knowledgeable, and ethical scholarpractitioners who are and will become civic and professional role models by advancing
the betterment of society (Walden University, 2012). To achieve these goals, this project
first sought to promote the worth, dignity, and well-being of seniors and their caregivers.
The results of this project could be used to advance the field of nursing practice by
identifying the stress levels of caregivers who look after seniors. This project could also
help by identifying the resources that caregivers wish to have to lower their stress levels.
Definition of Terms
Activities of Daily Living (ADL): Activities such as bathing, eating, and toileting.
Assisted Living: A type of residential living that provides supportive services,
such as housekeeping, communal dining, and in some cases personal care assistance to
seniors who require some help with daily living.
Alternate Level of Care (ALC) patients: Individuals who no longer need acute
care, but who cannot manage independently and still require a level of care. These
patients must remain in the hospital while waiting for space to become available in
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another facility (such as a rehabilitation hospital or LTCF), or for home care supports to
be put in place.
Caregiver: Family members, friends, or others individual who provide unpaid
care to a senior on a regular basis.
Caregiver Burnout: A situation which occurs when, after an extended period,
caregiver experiences stress from caregiving as a result of household disruption, financial
pressure, and the added caring workload. The stress results in exhaustion and lack of
interest in things for the caregiver.
Care Planning Program: An individual’s long-term health care plan that is
developed with their family. This plan determines how much professional support an
individual may need as they age.
Caregiver stress: An overwhelming feeling that engulfs a person as a result of
caregiver duties, responsibilities, constant anxiety, and the loss of self.
Caregiver Stress Syndrome: the emotional, physiological, and psychological
changes a caregiver experiences from chronic stress created by the continuous and
seemingly endless caregiving activities he/she is confronted with on a regular basis.
CARP (Canadian Association of Retired Persons): A national, non-partisan, nonprofit organization committed to a new vision of aging for Canadians. CARP promotes
social change that will bring financial security equitable access to health care, rights,
quality of life and freedom from discrimination for older Canadians.
Community Care Access Centre (CCAC): A government-funded agency that
provides care to individuals in the home, hospital and communities.
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Compassion Fatigue: An adverse consequence of caring for individuals who are
in need.
Data analysis: The process of applying systematic methods or statistical
techniques to compare, describe, explain, or summarize data.
Evaluation plan: Provides the framework for conducting the evaluation.
Evaluator: An individual trained and experienced in designing and conducting
evaluations.
Goals: Measurable statements of the desired longer term, global impact of the
program. Goals generally address change.
Instrumental Activities of Daily Living (IADL): Activities such as cleaning,
cooking, grocery shopping, and home maintenance.
Home Care: Publicly funded and administered services received in the home.
Provider Agency: Any paid professional or worker that provides home care
services.
Key partners: Organizations that are partners of your program through formal
agreements or memorandums of understanding.
Needs assessment: The systematic efforts to gather information from various
sources that will identify the needs of victims in a community and the resources that
might be available to them. A needs assessment will help one to pinpoint reasons for gaps
in a program’s performance and identify new and future performance needs.
Objectives: Specific, measurable statements of the desired immediate or direct
outcomes of the program that support the accomplishment of a goal.
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Program evaluation: A systematic process of obtaining credible information to be
used for program assessment and improvement.
Quantitative data: Numeric information that is open to statistical analyses.
Quantitative data can be counted, measured, compared, or expressed in numerical terms.
Stakeholders: Persons or groups who have a vested interest in the clinical
decision and the evidence that supports that decision.
Senior: A person aged 65 and older.
RAI-HC Assessment: An assessment used to determine care needs and eligibility
for LTC placement for seniors.
Respite: A break or relief from caregiving duties.
Assumptions and Limitations
Caregivers require better support and information on how to relieve their own
levels of stress. For example, caregivers could benefit from several kinds of support—
emotional, spiritual, physical, psychological and social rejuvenation—as they engage in
their caregiving roles (Meredith, 2006). Caregivers could also benefit from services that
provide respite including day centers’, short-term stay beds in long-term care facilities,
night care, and full-day support in the home. All of these provide temporary full-time
care to seniors so as to ensure that caregivers get a break from their caregiving
responsibilities.
A limitation of this project is the availability of resources, particularly
technological resources that would be available to all caregivers. This project is also
unable to assess and provide measures that assess a caregiver’s perception of their
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relative’s psychosocial needs.
Summary
The senior caregiver’s role and responsibilities needs to be viewed as a critical
part of an integrated health care system (HCC, 2012). Caregivers need social, financial,
psychological, physical, and emotional support. Providing this support can reduce
caregiver stress, reduce caregiver burnout, and reduce caregiver health breakdowns. This,
in turn, should serve to reduce emergency department visits, hospitalizations, and reduce
the number of hospital beds occupied by seniors deemed ALC but who are unable to go
home due to caregiver burnout.
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Section 2: Literature Review
Introduction
With the increasing number of Canadian seniors, the impact of providing care for
seniors on their informal caregivers continues to grow. This project set out to determine
what resources might help to support these caregivers. This project also set about to
explore how stress affects caregivers of senior citizens. In order to gather as much
information on the topic of caregiving for seniors as possible, a targeted literature search
was conducted. Literature from governmental commissioned studies, articles, and books
was targeted as part of the comprehensive review conducted for this project. Literature
from various countries such as United States, Britain, Spain, Australia and some African
countries was considered. Several search engines were used, including Summon (a new
search engine adopted by the University of Calgary Canada) Google, MedlinePlus,
PubMed, Online Journals Search Engine, Google Scholar, Google Books and WorldCat.
Terms such as “senior caregiver stress,” “burnout” “compassion fatigue” and “coping
strategies” were used alone or in combination to locate relevant literature. The relevant
literature that was located is presented below.
Background
A number of government-commissioned studies have addressed the need for
seniors and their caregivers to have better educational healthcare information. In a report
titled A Focus on Seniors and Aging, the CIHI (2011) identified that the vast majority of
seniors (93%) live in private households and that some of these seniors require formal
and/or informal support to do so. In terms of informal care, about 80% comes from
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unpaid family members, friends and neighbors. As the time caregivers spend providing
care increases, so too does the distress they experience, primarily because of a lack of
information on how to access available healthcare resources (HealthCare in Canada,
2011). Recent data shows that 32% of caregivers who provide more than 21 hours of care
per week report distress in their role due to insufficient access to healthcare information
(CIHI, 2011). Another provincial commissioned report, titled Caring for Our Aging
Population and Addressing Alternative Level of Care, authored by the CIHI (2011),
suggested that healthcare information is lacking among caregivers. This situation has
created a large cohort of caregivers who are inadequately and inappropriately trained in
how to care for seniors, which in turn induces their increased stress.
Inadequately and inappropriately trained caregivers are also at increased risk for
“compassion fatigue,” an adverse consequence of caring for individuals who are in need
(Day & Anderson 2011). Its symptoms include stress, anxiety, anger, depression, and
apathy (Day & Anderson, 2011). People who provide care for senior family members
may be at risk for developing compassion fatigue after prolonged exposure to the stresses
brought about by caregiving. Stress may result because family members need care due to
dementia and other chronic diseases such as diabetes, cancer, renal failure, congestive
heart failure, and other forms of functional decline. In addition to stress, caregivers may
also experience depression, anxiety, feelings of resentment, helplessness, and
hopelessness (Day & Anderson, 2011). Caregivers may realize that their activities leave
them with little free time for themselves to attend to their personal needs, which likewise
can lead to compassion fatigue. Finally, people who provide care for senior family
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members may choose to terminate their caregiving relationship or relinquish their
caregiving role to another family member as a result of compassion fatigue (Schumacher,
Beck, & Marren, 2006).
In order for the professional health care community to support caregivers who
provide care to senior family members in need, compassion fatigue must be more fully
understood. For example, a loving emotional relationship between a senior care recipient
and a caregiver is an important aspect of the caregiving relationship because it is
premised on the notion of compassion. But when the senior moves into functional decline
as a result of diabetes, cancer, osteoarthritis, or renal failure (just to name a few
possibilities), the primary caregiver must “step up” and spend more time caring for this
senior relative. Indeed, the amount of time spent in a caregiving role may cause the
caregiver to adjust his or her lifestyle to the point where he or she develops anger or
frustration toward the senior care recipient. These emotions lead to a decline in
compassion on the part of the caregiver (Day & Anderson, 2011).
Research has shown that caregivers who have a positive emotional relationship
with the person they are caring for experience less strain during caregiving and are able
to express greater levels of compassion during their caregiving (Sabo, 2006). Compassion
is consequently attributable to the quality of the relationship between the person
providing care and the person receiving care. It therefore stands to reason that
relationship quality is likely central to the reason why a caregiver will (or will not)
experience compassion fatigue when providing for the needs of a senior relative.
A sense of satisfaction in caregiving also plays a role in compassion fatigue.
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People without a sense of satisfaction in caregiving are at risk for compassion fatigue
(Day & Anderson, 2011). Race has also been shown to be a factor in compassion fatigue.
A large multisite study by Haley et al. (2007) compared White and Black American
family caregivers to see which group suffered from compassion fatigue at greater rates.
Their work found that White caregivers had lower perceived benefits from caregiving
than Black American caregivers when controlling for socioeconomic status, gender,
relationship, and age (Day & Anderson, 2011). White caregivers also demonstrated a
decrease in life satisfaction over time, whereas Black American caregivers had a
continued high level of life satisfaction (Day & Anderson, 2011). The results ultimately
showed that race plays a factor in compassion fatigue, as Whites were more likely to
suffer from compassion fatigue than African Americans.
The increase in the elderly population with chronic health problems has caused a
concomitant increase in the number of family members who find themselves in a
caregiving role. This not only leads to increases in compassion fatigue, but also to an
increase in caregiver stress. Although compassion fatigue has an element of stress, one
does not have to have compassion fatigue to feel the stress of caring for a senior relative.
Providing care to a senior family member is a role that a caregiver often takes on without
fully understanding the impact it will have with respect to the caregiver’s stress levels.
The length of wait time to get into an LTC facility in Canada typically ranges from 1 to 5
years. Until a senior can get into a LTC, the responsibility of caring for the senior must
fall to someone. The person who cares for the senior in need is often a family member.
Stress is created when a family member who is unqualified to care for a senior must
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nevertheless do so (Grunfeld, Glossop, McDowell, & Danbrook, 2007). Grunfeld et al.
(2007) also note that the stress felt by a caregiver increases with the deterioration of the
person they care for and that the type of disease a senior is suffering from plays a part as
well. For example, the stress of caring for a senior with dementia is typically worse than
the stress of caring for a patient with cancer, diabetes or renal failure (Grunfeld et al.,
2007). It therefore is reasonable to assert that caring for an elderly family member with
dementia or a similar chronic health problem may create a situation of chronic stress for
the caregiver, which may in turn adversely affect the caregiver’s emotional and physical
health (Morris, Morris & Britton, 2008). Indeed, most research suggests that caregiving
leads to an increase of stress, anxiety, self-health neglect, clinical depression and anxiety
among caregivers (Canadian Study of Health and Aging Working Group, 2005; Morris et
al., 2008; Schulz, Visintainer, & Williamson, 2009) at a time when the healthcare system
is already strained by financial concerns.
A recent provincial commissioned study completed by Sinha (2012) suggests that
the province of Ontario is spending more on health, social, and community services than
ever before. Yet older Ontarians, their families, and their caregivers still find it
challenging to access the right care, in the right place, at the right time (Sinha, 2012).
However, evidence suggests that when services are accessible, timely, and appropriate,
positive health outcomes and better support for senior caregivers are a result (Jones,
Winslow, Lee, Burns, & Zhang, 2011). Depending on cultural values (particularly filial
values), the use of community resources will vary greatly. In some cultural groups,
accepting assistance from a source outside of the family is seen as an insult to a
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caregiver’s parents and is something only to be done as a last resort (Jones et al., 2011).
Therefore, it would be reasonable to argue that when planning caregivers services, there
is a need to ensure that caregivers of seniors can access the services and supports they
need in a timely and efficient manner (Sinha, 2012).
As the number of caregivers grows, the issues surrounding the caregiving role has
gained national attention from a variety of sectors and is defined as an important public
health issue (FGA, 2012). Since the senior citizen demographic is estimated to grow by
32 percent over the next 10 years, it is estimated that family caregivers will spent 444
million unpaid hours per year looking after someone 65 years and older. This represents
$11 billion in lost income and 227,760 lost full-time equivalent employees in the work
force (Lamoureux, 2012). An additional aspect of this issue is the fact that people who
care for senior citizens are themselves increasingly older. For example, three-quarters of
caregivers in Canada are age 45 to 64 (HCC, 2012). Thus, the profile of a caregiver for a
senior citizen is an older person who is effectively working two jobs, with one being for
pay and one being caring for a senior citizen without pay.
Naturally, seniors and their caregivers will go to a hospital for care when the
needs of the senior overwhelm the caregiver. Unfortunately, hospital units tend to be
crowded, and patients requiring admission often languish in emergency rooms (Walker,
2011). Even though trips to the hospital are sometimes necessary, many seniors also elect
to go to the hospital because of insufficient care at home, difficulty coping with their
condition or because of caregiver burnout. This results in an increased number of seniors
admitted to acute care hospitals with the medical diagnosis of “failure to cope at home”
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(CIHI, 2011).
Seniors want to live in their homes for as long as possible and receive dependable
and reliable care from a caregiver (Sinha, 2012). There are supports to meet the social,
physical, emotional, nutritional and health needs of seniors. But before seniors and their
caregivers can access these services, they first have to know where to access the care they
need and services available to them. To meet these needs, the healthcare system in
Canada must shift to address three transformational pillars of care by realigning,
refocusing and targeting investments. Doing so will ultimately improve access to the
right care through community investments and improved patient flow across the system
(Walker, 2011). One of the most essential aspects of navigating the system for senior
caregivers is finding home- and community-based services, and determining what private
and public programs might be available to provide them with care (Reinhard, Given,
Petlick, & Bemis, 2007).
CARP (Canadian Association of Retired Persons) is one such organization that
may help with the situation just described. CAPR is a national, non-partisan, non-profit
organization committed to a new vision of aging. CARP recently released a research
report, called Loud and clear: Seniors and caregivers speak out about navigating
Ontario’s healthcare system. This report explored and identified major problems
experienced by seniors and their caregivers as seniors navigate through the Canadian
healthcare system. The report was based on direct consultations with seniors across
Ontario who described their experiences of moving through various parts of the
healthcare system (CARP, 2012). This report provides evidence of potential ageism in the
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healthcare system, of seniors’ lack of access to adequate care, of seniors’ general lack of
support and of seniors’ lack of access to quality care. The findings of the report
underscore the difficulties seniors face as they move through the province’s complex
health system (CARP, 2012). The report concludes that the health and social needs of
seniors, particularly those with chronic health conditions, are complex and that the
healthcare services and practices seniors receive are not adequate (CARP, 2012).
According to the Family Caregivers Alliance (2012), caregiving exacts a
tremendous toll on caregivers’ health and well-being, and that caregiving accounts for
significant costs to families and society as a whole. For example, family caregiving has
been associated with increased levels of depression and anxiety, a higher use of
antianxiety and antidepressant medications, poorer self-reported physical health,
compromised immune function and increased mortality (FGA, 2012). Knickman and
Snell (2010) note how there is an average wait of one to three years to be admitted into
LTC homes, and that while seniors are waiting for admission to LTC facilities, caregivers
must step up and provide assistance. Yet many caregivers are unable to cope with the
care needs of the seniors, primarily because more than half (56%) of caregivers reported
that it is emotionally demanding to provide care. Fully four out of every five caregivers
(80%) noted that because they provide the care, they do not have enough time for
themselves or their family. Fully 70% of caregivers for seniors reported that they are
fatigued (CARP, 2012). This situation causes the caregiver to experience high levels of
stress, breakdowns in health and other physical and psychological ailments (Walker,
2011). A recent study (Reinhard et al., 2007) of caregivers of people with Alzheimer’s
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disease found that 75% of the caregivers had unmet needs, that only 9% had used respite
services and that only 11% had participated in support groups (Reinhard et al., 2007).
When taken together, these findings suggest that caregivers of seniors may have
numerous levels of unmet needs, primarily because of the stress they feel as they provide
care for seniors.
The CIHI (2011) shows that the proportion of seniors in Canada, particularly
those aged 85 years of age and older, is growing. In addition, a large percentage (41%) of
Canadian seniors are dealing with two or more chronic conditions, such as diabetes,
respiratory issues, heart disease, and depression while also experiencing a decline in
physical and/or cognitive functioning (Walker, 2011). Assisted living facilities typically
provide accommodation in a residential-style setting for seniors in need, and these centers
can include services such as housekeeping, communal dining, recreational programs, and
a 24-hour emergency response system. Assisted living in some cases even offers personal
care assistance to seniors who are relatively independent but who still require some help
with daily living activities (CPPI, 2012). Even so, there are not enough of these facilities
available, which is why family caregivers are crucial. Home care is intended to
complement each of these options, but many caregivers do not know where to access
these services and resources (HCC, 2012).
The CIHI (2011) released a report entitled Health care in Canada: A focus on
seniors and aging research. This report shows that while Canada’s seniors (age 65 and
older) are living longer and are healthier than ever, they are frequent use the health
system more than any other segment of the population (CIHI, 2011). Representing just
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14% of the population, seniors use 40% of hospital services in Ontario and account for
about 45% of all provincial and territorial government health spending (CIHI, 2011). The
number of Ontarians age 65 and older is expected to increase to 25% of the population by
2036 (CIHI, 2011). Understandings where gaps exist and where efforts can be
concentrated will help ensure that the health care system remains strong and efficient for
Ontarians of all ages. The CIHI (2011) report also identifies opportunities for the health
system to meet these changing needs, including improved integration across the health
care continuum, an increased focus on prevention and more efficient adoption and use of
new technologies (Drummond & Burleton, 2010). Even though care is available for
seniors from the health care system, it is often the caregiver who is the ‘first responder’
that helps seniors gain access to the health care system.
Canada’s seniors often require care from different providers across various
settings, including a family doctor’s office, a specialty clinic, a home care services, a
pharmacy, a hospital and/or a long-term care facility (CIHI, 2011). One of the services
caregivers provide is to assist with a senior’s transport to and from each facility.
However, the health system can no longer afford to operate in isolated silos. Ensuring
continuity of care across the continuum will lead to a more efficient use of resources. It
can also potentially lead to better care and in turn better quality of life for seniors and
their caregivers (Drummond & Burleton, 2010; Sinha, 2012). The CIHI (2011) study also
highlights the fact that improved integration can help promote safe and appropriate drug
use in seniors. To inform accessibility of information to available resources require
increased effective communication to seniors and their caregivers.
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General Literature
Covinsky et al. (2008) suggested that the lengthy hospitalization of seniors leads
to a loss of independence in daily living activities of those older adults who are
hospitalized, a vulnerability that increases with age. Covinsky et al. also asserted that this
increased vulnerability adds to caregiver stress. Research documents that caregivers have
difficulty obtaining information from health care professionals, particularly physicians
and nurses (Reinhard et al., 2007).
The HCC (2012) compared the cost-effectiveness of home care to hospital care
and LTC facilities, noting that public spending on long-term care facilities in Canada is
much higher than spending on home and community care. Furthermore, the HCC (2012)
also shows how other countries that spend proportionally more on home care have
implemented strategies to ensure that seniors can remain in their homes for a longer
period of time and experience a better quality of life. The Canadian Home Care
Association (2008) defines home care as an array of services that individuals of all age
receive in their home or community, which encompass health promotion and which
teaches curative intervention, end-of-life care, rehabilitation, support and maintenance,
social adaptation and integration, and support for the informal (family) caregiver. Sinha
(2012) calls for additional support for the caregivers across the province of Ontario by
noting that caregivers are the largest contribution factor for why so many older Ontarians
have been and will remain able to age in their places of choice for as long as possible.
When home care is appropriately managed and properly integrated into the health care
system, it can improve the health and well-being of many seniors and reduce the costs of
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care in hospitals and long-term care facilities (Hollander, Miller, MacAdam, Chappell, &
Pedlar, 2009). The perceived benefits may include satisfaction from helping a family
member, development of new skills and competencies, and improved family relationships
(FGA, 2012).
Many ALC patients in hospitals waiting for LTC facility placement could be
cared for at home if they had access to appropriate supports, such as those provided by a
caregiver and other community health agencies (HCC, 2012). When home care is
appropriately managed, adequate information is provided; when said information is
properly integrated into the health care system, health and well-being of many seniors,
their caregivers and their families is improved. The health care system’s sustainability
may also rely in part on informal support networks to delay institutionalization for as
long as possible. From a health policy perspective, it has been recommended that
adequate support should be available not only for care receivers but also for caregivers so
that better health outcome can be enjoyed by both (CIHI, 2011). For instance, research by
Jones et al. (2011) noted that interventions targeted toward providing the family caregiver
with access to information will result in reduced caregiver stress and lead to more
positive outcomes for caregivers and their family members. Furthermore, the report
entitled Health care in Canada: A focus on seniors and aging (CIHI, 2011) describes
seniors’ specific needs and the particular ways in which this population uses the health
care system. This report notes that resources are factors that help support positive
appraisal of caregiving demands and facilitate effective coping and management of care.
In addition, evidence from the CIHI (2011) report suggests that caregivers provide vital
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help with ADLs and IADLs, such as personal hygiene, toileting, eating and moving about
inside the home, meal preparation, housework, medication management, shopping and
transportation. In addition, there is a reduction in the costs of care when caregivers have
appropriate access to information (HCC, 2012). What this means is that professionals
should be more responsive to patients’ and family members’ information needs. It is
important to provide information in a clear, understandable way through verbal, written,
or electronic methods, especially if caregivers want concrete and correct information
about medications, tests, treatments, and resources available for seniors in their care
(Reinhard et al., 2007).
Forty-one percent of Canadian seniors are dealing with two or more select chronic
conditions, and many are experiencing a decline in physical and/or cognitive functioning
as a result (HCC, 2012). According to Sinha (2012), in Ontario, there is little being done
to provide older adults and caregiver with the information they need to navigate the
healthcare system. Sinha further noted that people do not talk to each other well within
and between sectors and professions (Sinha, 2012). Nurses can play an important role in
helping seniors and caregivers to become more confident and competent providers as
they engage in the healthcare information system navigation process. Caregivers
especially need adequate resources to assure minimization of risk to the senior for whom
they care (Reinhard et al., 2007). Research over the past several decades has yielded a
wealth of information on interventions to support caregivers and improve their health and
well-being. A number of excellent reviews in the literature describe these intervention
programs and their effectiveness (Ducharme, Levesque, Giroux, & Lachance, 2005;
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FGA, 2012; Roberts, Brown, & Gafni, 2007).
Some of the strategies through which caregivers can help seniors include periodic
support for the home caregiver community through various home care support provided
by the Ministry of Health and Long-Term Care (MOHLTC), Community Care Access
Centers (CCAC), and adult day programs (SWCCAC, 2012). Additionally, there are
other home support programs, such as Home First (HF), Safe at Home (SAH), Intensive
Hospital to Home (IH2H) and Age at Home (AAH) programs in which the seniors are
discharged to their home with caregiver support for a period of 30 days. During this time
the senior is placed on a crisis waitlist with the expectation that the senior will either be
placed into a LTC facility within that time, will get well enough to manage on their own,
or will be able to function with a more limited form of home care. One of the most
essential aspects of navigating the system is finding home- and community-based
services, and determining what private and public programs might be available (Reinhard
et al., 2007).
The success of the programs listed above has not had enough impact because
there is still poor access information concerning available community resources that will
help caregivers with their levels of stress. Seniors usually end up being re-admitted to the
hospital due to caregiver stress. Context is a key factor in studies of health services,
organizations, care delivery, and the health service interventions that help to determine an
effective solution (DiCensor, Guyatt, & Ciliska, 2005). Importantly, there are more than
2 million informal caregivers, age 45 and older, in Canada. Approximately 97% of all
home care recipients have an informal caregiver. Nearly one-third are spouses, and
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almost half are children or children-in-law (Statistics Canada, 2009). Informal caregiver
support is key to enabling many seniors to remain in their communities safely and
independently as they age. In addition to emotional support, informal caregivers also
provide help with instrumental ADLs, including meal preparation, housework,
medication management, shopping and transportation (CHSRF, 2011).
The Linkages Between Stress and Caregiving
A systematic literature review was performed using the following databases:
Medline, PsychINFO, Ovid Nursing Database, Cinahl, Embase, Cochrane Central
Register of Controlled Trials, and British Nursing Index. Government-commissioned
studies were also reviewed. The period spanned March, 2013 to February 2015.
The topic was the impact of stress on caregivers of seniors and the resources
available to support them. The result confirmed that adopting a caregiving role predicts
high levels of stress. For example, research by Spillman and Long (2007) found that the
physical strain and financial hardship endured by caregivers are significant predictors of
high levels of caregiver stress. Along these same lines, work by Reinhard, Given, Petlick,
and Bemis (2008) discovered that caregivers are sometimes referred to as ‘secondary
patients’ who often require their own assistance due to the impact that stress has on their
health. Indeed, their work found that the demands placed on caregivers of seniors
increases the risk for injury and adverse health effects on the part of the caregiver
(Reinhard et al., 2008). Work by Hargrave (2006) suggests that providing care for the
elderly often produces conflicts and challenges in the caregiver’s personal life, social
interactions, and work life, all of which can contribute to the overall caregiver burden and
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stress. Hargrave also found that the physical and emotional demands of caregiving can
lead to lower self-ratings of health, poor immune functioning, and greater engagement in
unhealthy behaviors on the part of the caregiver. The body of work suggests that
depression, stress and burnout are only some of the more common effects experienced on
the part of the person who provides care for a senior citizen. Associations have also been
found between caregiving and different types of psychological distress (e.g., depression,
anxiety, perceived stress, and poor mental health) by various researchers (Ampalam,
Gunturu, & Padma, 2012; García-Alberca, Lara, & Berthier, 2011; Lee, & Singh, 2010;
Takaiemail et al., 2009; Takaiemail et al., 2011).
This literature highlights the impact that caring for seniors will have on a
caregiver’s stress level. What is lacking in this body of work is an identification of the
best practices that can be used to help a caregiver to cope with their increased stress.
Therefore this DNP project conducted a need assessment to provide evidence of the
resources needed to help a caregiver cope with their increased stress.
Conceptual Models and Theoretical Frameworks
Conceptual models and theoretical frameworks can provide information about
how effective nursing systematically organized general knowledge in order to understand
an individual client’s situation and determine which of many available strategies would
work best to restore health and prevent ill health. This project will rely on two theoretical
models to guide its investigations. The first is Neuman’s System Model Theory (1995).
This theory proposes that a person is a physiological, psychological, sociocultural,
developmental and spiritual being (Potter & Perry, 2009). Furthermore, in this theory a
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person is seen as a system in a healthcare setting that should be treated in a holistic
manner (Potter & Perry, 2009). Neuman (1995) considers the client system to have innate
factors that are consistent with being human, as well as unique factors that characterize
each individual person. Additionally, Neuman (1995) believes that because people are
vulnerable to environmental stressors, the role of the caregiver ought to focus on actual
and potential stressors and ways to cope with those stresses (Potter & Perry, 2009).
Neuman’s (1995) system model provides a comprehensive, flexible, holistic and system
based perspective for nursing.
According to Neuman (1995), many known, unknown, and universal stressors
exist. Each differs in its potential for disturbing a caregiver’s usual stability level or
normal Line of Defense (LOD). Neuman's model focuses on the response of the client
system to actual or potential environmental stressors while also emphasizing the use of
primary, secondary and tertiary nursing prevention intervention for retention, attainment,
and maintenance of optimal client system wellness (Porter & Perry, 2009). For example,
the particular inter-relationships of caregiver variables at any point in time can affect the
degree to which a caregiver is protected by the flexible LOD against possible reaction to
stressors, such as those encountered in the senior caregiving role (Porter & Perry, 2009).
Neuman’s (1995) system model has been applied in several research studies
pertaining to individual responses to stress, health and the environment. For instance, by
using the Neuman Systems Model for Best Practices, DeWan and Ume-Nwagbo (2006)
identified how each caregiver has evolved a normal range of responses to the
environment and role of caregiving. However, when a caregiver’s ability to sustain such
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constant demands of caregiving role starts to wane, his or her health deviates from its
normal equilibrium. Wellness is a continuum of available energy that helps to ensure the
caregiver will maintain an optimal state of system stability (DeWan &Ume-Nwagbo,
2006). Implicit within each caregiver system is internal resistance factors, known as
Level of Resistance (LOR), which function to stabilize and realign the caregiver to the
usual wellness state (DeWan &Ume-Nwagbo, 2006). As such, Neuman’s system model
provides a comprehensive flexible holistic and system based perspective for nursing.
Neuman's model focuses on the response of the caregiver system to actual or potential
environmental stressors and the use of primary, secondary and tertiary nursing prevention
intervention for retention, attainment, and maintenance of optimal client system wellness
(Porter & Perry, 2009). It therefore stands to reason that stability is a state of balance
requiring energy exchanges as the client adequately copes with stressors to retain, attain,
or maintain an optimal level of health thus preserving system integrity (Neuman, 1995).
DeWan and Ume-Nwagbo (2006) determined that certain environmental factors, such as
stressors associated with the caregiving role, job pressures, finance pressures, and
emotional entanglements all have potential for disrupting the caregiver system stability.
Another similar line of research by Vandemark (2006) illustrated that wellness and illness
are two sides of the same coin and that there is a thin line between them. Wellness is the
condition in which all system parts and subparts are in harmony with the whole system of
the client, and illness is a state of insufficiency with disrupting needs unsatisfied
(Vandemark, 2006). Prevention becomes the primary intervention; therefore, the focus
should be on keeping stressors and the stress response from having a detrimental effect
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on the body (Neuman, 1995).
According to Vandemark, (2006), the Neuman Systems Model is a
comprehensive guide for nursing practice, research, education, and administration that is
open to creative implementation. This model has the potential for unifying various
health-related theories, clarifying the relationships of variables in nursing care and role
definitions at various levels of nursing practice. In this sense, Neuman defined a person
as a human who is a layered multidimensional being. Each layer consists of six person
variables or subsystems: physiological; psychological; socio-cultural; spiritual;
developmental, and; the environment. These combine into the totality of the internal and
external forces (intrapersonal, interpersonal, and extra-personal stressors) that surround a
caregiver with which he/she interacts at any given time (Vandemark, 2006). Therefore,
health is equated with wellness and it is the condition in which all parts and subparts are
in harmony with the whole of the client (Neuman, 1995).
According to Neuman (1985), nursing is a unique profession that is concerned
with all of the variables that influence the response a caregiver might have to a stressor.
Neuman defines nursing as an action that assists caregivers, families and groups to
maintain a maximum level of wellness, and that the primary aim is stability of the
caregiver/client system through nursing interventions to reduce stressors (DeWan &
Ume-Nwagbo, 2006). A caregiver is seen therefore seen as a whole person, and it is the
task of nursing to address the needs of the whole person. The role of the nurse is thus
seen in terms of support of the caregiver at any level or degree of reaction to stressors,
and the use of primary, secondary and tertiary interventions to reduce that stress and
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connect caregivers with available healthcare resources.
Neuman’s (1995) system model provides a comprehensive flexible holistic and
system based perspective for nursing and for healthcare intervention. Neuman’s system
model has been used extensively in past research as a theoretical framework to support
healthcare intervention. Therefore, this project will apply Neuman's model to focus on
the response of the caregiver system to actual or potential environmental stressors by
investigating the use of primary, secondary and tertiary nursing prevention intervention
for retention, attainment, and maintenance of optimal caregiver system wellness
(Neuman, 1995). This project will also present an up-to-date application of the Neuman
Systems Model in nursing education and practice, with emphasis on social change,
current trends, and future nursing intervention to the caregiver as it pertains to caregiver’s
holistic care needs. Neuman features a systems approach that provides a detailed
assessment guide for use of the model at various administrative levels, as well as a
collection of research application and findings (Neuman, 1995).
Another model selected to support this project is the Diffusion of Innovation
model (DOI) developed by Rogers in 1962. This model originated to explain how over
time an idea or product gains momentum and diffuses (or spreads) through a specific
population or social system. The result of this diffusion is that caregivers, as part of a
social system, adopt a new idea or behavior that offers a support to seeking help in the
healthcare system. Researchers have found that caregivers who adopt an innovation early
have a different outcome than people who adopt an innovation later (Hoddges & Videto,
2011). When promoting an innovation to a target population, it is important to understand
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the characteristics of the target population, as this will help or hinder adoption of the
innovation. This theory has been used successfully in many fields including
communication, geriatric care, public health and social work (Hoddges & Videto, 2011).
The most successful adoption of a public health program results from understanding the
target population and the factors influencing their rate of adoption of new information
and ideas (Hoddges & Videto, 2011).
The general concept of this model is based on the idea that people and
organizations move through five stages of innovation passage when making a decision to
adopt a program or innovation. These stages are as follows: knowledge, in which the
caregiver becomes exposed to the idea that they are stressed and learns how to understand
its symptoms; persuasion, in which the caregiver forms a favorable attitude towards the
idea that the care burden might be causing additional stress; decision, in which the
caregiver commits to getting some support and a diagnosis; implementation, by putting
the plan into place and using the available resource for support; and finally, confirmation
in which the caregiver accepts the decision recognizes that they cannot care for a senior
alone but will be able to manage the process with additional support (Hoddges & Videto,
2011).
This theory was selected as the most appropriate because of its use in previous
research studies. Furthermore, as Duthie et al. (2008) and Yurko-Mauro McCarthy et al.
(2010) note, there is an ever-ageing population. By 2030, 20% of individuals over the age
of 65 will have serious health conditions, such as dementia, diabetes, or Alzheimer’s
disease. Unfortunately, many individuals wrongly assume that failing memory, rapid
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weight gain, rapid weight loss and/or increased psychological symptoms such as anxiety,
depression and irritability are an inevitable part of the ageing process (Duthie et al.,
2008). Consequently, caregivers either fail to recognize these early symptoms or try to
rationalize these behaviors because they do not want to have the stigma associated with a
parent who has a need for greater care.
In the following diagram, the client/caregiver is a holistic being surrounded by
his/her environment. The caregiver’s environment includes responsibilities of care to the
seniors, job, and financial and social responsibilities and stresses that may affect health.
Health for the caregiver is composed of six different factors, which include the following:
Physiological - the physiochemical structure and function of the body
Psychological - mental processes and emotions
Sociocultural - relationships and social/cultural expectations and activities
Spiritual - the influence of spiritual beliefs
Developmental - those processes related to the development over the lifespan;
Environment – the totality of the internal and external forces (intrapersonal,
interpersonal, and extra-personal stressors) that surround a caregiver and with
which he/she interacts at any given time (Vandemark, 2006).
The diffusion of innovation (DOI) model explains the link in the intervention to
be provided to the caregivers. The DOI model explains how the caregiver adopts a new
idea by using increased access to healthcare information resources, and how this can
result in reduced stress. The process of obtaining new information includes persuasion
(favorable attitude of an idea), implementation (putting in place available resources for
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Figure 1. G. Njoku, 2013 EBP Evidence Based Model
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support by the care healthcare providers) and confirmation (adopting of a behavior
change) (Hoddges & Videto, 2011).
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Section 3: Methodology
Design and Method
This project used a needs assessment methodological design. A needs assessment
is best described as the process by which information as part of an assessment to
determine how many people in a community need a particular service (Monette et al.,
2002; Myers, 1988). A needs assessment is often accomplished through the use of a
quantitative needs assessment survey (Monette et al., 2002; Singleton & Straits, 2010). A
quantitative survey is a formal, objective, and systematic process in which numerical data
is used to provide information about a population from which a sample is drawn (Burns
& Grove, 2009). A quantitative survey allows a researcher to describe the nature of the
variables under investigation, as well as closely examine the potential relationships
among variables (Burns & Grove, 2009). Quantitative research is used extensively in
needs assessments (Monette et al., 2002; Singleton & Straits, 2010) and notably, it is the
predominant method used in nursing (Burns & Grove, 2009)
Quantitative researchers believe that all human behavior is objective, purposeful,
and measurable (Burns & Grove, 2009). Consequently, the selection of this method was
predicated on the fact that it is concise, reductionist and involves breaking the whole into
parts so that the parts can be examined (Burns & Grove, 2009). Quantitative research is
also useful in describing and promoting understanding of human experience—such as
pain, stress, caring, and comfort (Burns & Grove, 2009)—topics that are a central focus
of the current DNP needs assessment project. Quantitative research also allows for the
collection and analysis of a relatively large sample, which in turns provides for a
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statistically accurate picture of the population under investigation (Polit & Beck, 2008).
Thus, quantitative research is said to be conclusive in that the results obtained from a
survey can be inferred to the rest of the population from which the sample was drawn
(Burns & Grove, 2009).
Project Question
This project sought to understand if caring for Canadian senior citizens predicted
a increased level among caregivers. This project also sought to understand what resources
would help a caregiver to cope with the stress they experience when providing care.
This project also sought to discover the best evidenced-based practice resources
that would help these caregivers of senior citizens cope with their stress. To achieve this,
a needs assessment research design that used a quantitative survey to collect data was the
optimal method to investigate this project’s question: The question can best be answered
with a structured questionnaire that generates numerical data. Marshall and Rossman
(2006), Byrne and Keefe (2007), and Burns and Grove (2009) all noted how a survey
allowed for the gathering of statistical information that can be analyzed to determine if
significant relationships and differences exist within the data. Thus, the use of a
quantitative survey, as part of this needs assessment, provided a clear way to collect data
that identified the impact on the caregiver’s stress level of caring for seniors, and the
support needed by caregivers of senior citizens to cope with their caregiving role. In other
words, using a quantitative survey tool (Novak & Guest, 1989) as part of a needs
assessment allowed for the quantification and tabulation of caregiver stress. Furthermore,
the use of a quantitative survey made it possible to identify similarities among
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individuals, or groups of individuals, who are experiencing caregiver stress. Once
identified, the patterns in the data were categorized and aggregated so that strategies and
solutions to caregiver stress could be adopted by the appropriate service delivery model
(Kettner et al., 2013).
Stakeholders
As part of a needs assessment, it is important to identify the stakeholders who will
benefit from the needs assessment. For the purposes of this needs assessment project, the
stakeholders were defined as current or potential caregivers of senior citizens in Canada
who may be experiencing stress from lack of resources from the healthcare system. These
stakeholders may be service providers, professional organizations or decision makers.
Specifically, the stakeholders are seniors, the family members of seniors, caregivers of
seniors, and seniors’ advocacy homecare provider agencies such as Community Support
Services Agencies (CSSAs), Community Care Access Centers (CCACs), Long Term
Care homes, Hospitals, Community Health Centers, Family Health Teams (FHTs),
Clinicians and Health Professionals, policymakers, and health care policymakers at the
Federal, State and local levels. It is hoped that the findings associated with this needs
assessment will be found useful by one or more of these stakeholders.
Population and Sampling
The population for this project was defined as caregivers who provide services to
seniors age 65 years and older in the community. A caregiver may be a family member, a
friend, or others individual who provide unpaid care to a senior on a regular basis. Family
caregivers are often described as the backbone of the health care system as they are vital
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to health care, yet invisible and often vulnerable themselves. The role of a caregiver can
begin suddenly due to a health crisis for which the caregiver typically has neither training
nor experience (HCC, 2012).
The number of Canadians aged 65 and older is now close to 5 million (Statistics
Canada, 2011). The 2011 Census counted 4,945,060 people aged 65 and older in Canada,
an increase of more than 609,810, or 14.1%, between 2006 and 2011. This rate of growth
was more than double the 5.9% increase for the Canadian population as a whole
(Statistics Canada, 2011). It is estimated that caregivers provide between 80% to 90% of
care to seniors (Keefe & Fancey, 1998). According to available data, the majority of
home care clients are women. Approximately 40% of home care clients are over the age
of 85, although in the Yukon, a slightly younger population of seniors uses home care
services; about 20% are over the age of 85.
The number of people receiving home care in Canada has grown considerably
(HCC, 2012). As noted by the HCC (2012), many home care recipients are seniors with
chronic conditions and physical or cognitive limitations who want to stay in their homes
as long as possible. Many seniors with complex and multiple health needs are receiving
limited hours of home care, and as a consequence a considerable number of their family
caregivers, many of whom are seniors themselves who are stretched beyond their
capacity and reporting high levels of distress (HCC, 2012). Caregivers provide health and
personal care (such as transfers, bathing, toileting, and administering injections), and
assist tasks such as grocery shopping and other essential errands (HCC, 2012). Cranswick
and Dosman (2008) note that in 2007, 2.7 million Canadian families caregivers over the
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age of 45 were helping seniors with their long-term health conditions. Three-quarters of
caregivers were aged 45 to 64, nearly 60% of these family caregivers were women, and
57% of caregivers were employed (Cranswick & Dosman, 2008).
To gather a sample from this population, a convenience sampling technique was
used. It has been suggested (Burns & Grove, 2009; DeJong, 2002; Kerlinger Lee & Bay,
2000; Hagerty & Williams, 2007) that healthcare researchers often find it very difficult to
recruit subjects for their studies and frequently must use a sample of convenience to
obtain their sample. For example, Bay, Hagerty and Williams (2007) used convenience
sampling to describe the depressive symptoms of individuals who experience mild to
moderate traumatic brain injury (TBI). A convenience sample was used for this project
plan because it is an inexpensive sampling technique that requires less time to acquire a
desired sample size (Monette, Sullivan and DeJong, 2002).
Caregiver subjects were recruited into the study because they were in the right
place at the right time to be surveyed. For example, a community caregiver support group
was used to obtain completed surveys from willing caregivers. It should be noted that a
community caregiver support group was located after this project had been approved and
before IRB approval was granted. A written commitment to access of the members of the
caregiver support group was obtained from the group leader prior to sampling.
Caregivers that are visiting seniors who have been admitted in an acute care
hospital or living in the community were also asked to participate in the study. Caregivers
whom themselves were admitted to a hospital due to caregiver burnout were enrolled into
the study upon their hospital discharge; in addition, caregivers who were struggling with
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their senior caregiving role in the community were also entered into the sample. Finally,
subjects were enrolled in the survey because they expressed an interest in participating in
the study. The final sample size obtained for this project was 25 valid participants. Prior
to sampling, a written consent form was used to obtain informed consent to participate
from each individual caregiver. All caregivers were asked to complete the survey that can
be found in Appendix A.
Assessment of Needs and Service Utilization
As part of this needs assessment, identification of the formal and informal
patterns of service utilization, as well as an assessment of the unmet needs of
stakeholders, was conducted via a quantitative survey (see Appendix A for a copy of this
survey). It has been suggested by the HCC (2012) that when home care is appropriately
managed and properly integrated into the health care system, it can improve the health
and well-being of many seniors and their caregivers. This in turn reduces the costs of care
in hospitals and premature placement of seniors into long-term care facilities and
ultimately reduce the stress of the caregivers. This project undertook a systematic
quantitative survey of stakeholders to ascertain if this is in fact the case. In addition, this
project sought to identify what is required to fill the needs of caregivers by determining
the optimal solutions for all stakeholders.
Part of what assisted in meeting the goal of assessing needs and service utilization
was an understanding of what is already in place and being used by the caregivers of
seniors. Numerous formal plans are currently in place and being used by caregivers of
seniors; one such example is the provincial-sponsored efforts being undertaken by the
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Ontario Ministry of Health and Long Term Care (OMHLTC) to address issues of access,
equity, choice, value, quality of care and support for caregivers of seniors (Sinha, 2012).
Interestingly, caregivers of seniors tend to use formal community support services only as
a last resort, mainly because caregivers have difficulty in accessing services (Dupuis, Epp
& Smale, 2004; Sinha, 2012). In addition to formal support, there are several examples of
informal support in place for the caregivers of seniors. For example, emotional support
for caregivers is often provided informally by adult day programs and some long-term
care homes (Dupuis et al., 2004). Counseling is an example of a resource that is formally
and informally available to caregivers of seniors. Counseling is often provided by health
care workers such as nurses, physicians, occupational/physical therapists, social workers
in hospitals and community health agencies, but also through support groups and peers.
Although formal and informal services are available to caregivers of seniors, these
services often vary in terms of availability and cost. All Ontarians stand to benefit when
caregivers can be supported with information and access to a range of supports which
will allow them to continue assisting those they care about (Sinha, 2012).
Even though resources for caregivers are in place, it has been shown (OACCAC,
2013) that further resources are still needed. The resources that are still needed include
improved senior caregiver access to information and referrals, improved access to care
and caregiver support and increased support and service availability for seniors with
complex care needs (OACCAC, 2013). Along these same lines, respite care programs
(Gottlieb & Johnson, 2000), counseling programs (Mittelman, 2000; Whitlatch, Zarit,
Goodwin, & Von Eye, 1995) and homecare support programs (Canadian Home Care
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Association, 2001; Sinha, 2012) have also been suggested as resources that are needed by
caregivers of seniors in Canada. Education on caregiving skill training is another needed
resource for caregivers of seniors. Research suggests that education acquired by
caregivers can play a part in delaying long term care placement of seniors in part by
improving the psychological well-being of the caregiver (Dupuis et al., 2004; Harris &
Peters, 1993; Kennet, Burgio & Schulz, 2000).
There has been an increase in the need for homecare for Canadian seniors. Yet the
homecare systems in place for seniors currently are lacking in support for the seniors and
caregivers (HCC, 2012). These services will need to grow as the population of seniors
grows (HCC (2012). It is projected by the HCC (2012) that the assistance provided to the
2.7 million Canadian caregivers who care for seniors with long-term health conditions by
the Ontario government are inadequate, mainly because the numbers of hours of care that
are provided by the provincial government are often capped. As a result, caregivers often
have to pick up the slack. This means that the average hours of care provided by family
caregivers has to increase significantly as a senior’s needs increase. Private homecare
agencies can help to pick up the slack, although these services often place a burden on the
budgets of caregivers.
When all of the factors that play a part in caring for seniors are considered, it
becomes arguable that many caregivers of seniors are under a great deal of stress, even
though several resources are available for use by caregivers of seniors. It is the case that
there is a distinct lack of information about what is needed to reduce stress among
caregivers of seniors. Therefore, the purpose of this needs assessment project was to
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determine the levels of stress that caregivers of senior citizens experience, as well as to
investigate the resources that caregivers would like to have to help them to deal with their
stress.
Protection of Human Subjects
This project was performed according to the ethical standards for research as
defined by the Institutional Review Board (IRB) at Walden University. IRB approval was
obtained before the onset of data collection activities (Approval No. 09-25-14-0188765)
This approval expires in September, 2015. Full disclosure of the reasons for the current
project was provided to the families, caregivers and the agencies and organizations
involved in this study. Walden University’s IRB regulations and research guidelines also
provided specific about the research data collection, instrument and protection of human
subjects (Walden University IRB, 2012).
This project was conducted within ethical standards in order to protect the human
subjects involved in this study. Furthermore, the data collected during the distribution of
the survey associated with this project (please see Appendix A for a copy of this survey)
contained no identifying markers, thus rendering the data anonymous in nature. Since this
project involves human subjects, it was reviewed by IRB before the project commenced.
Special attention and proper precautions were taken regarding the risks posed by research
involved in research: specifically, the questionnaire was designed to minimize any
psychological, physical, legal, social, and/or economic harm (Bliss, 2012).

Data Collection and Analysis
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Data were collected for this project via the survey instrument contained in
Appendix A. The survey instrument contains nine questions that gathered data on
demographic variables (i.e., gender, age, whether or not a respondent lives alone, marital
status if a respondent has children of their own, employment status, income, whether or
not a respondent feels financially secure, and highest education). In addition, a total of 24
five-point response questions which identify whether a respondent experiences specific
forms of stress, one question on a scale of 1 to 10 that rates a caregiver’s overall level of
stress, and one open-ended question that asks respondents to identify what resources
would help them to feel less stressed as a caregiver were included in the survey
instrument. The primary researcher developed the question that, on a scale of 1 to 10,
rates a caregiver’s overall level of stress. The primary researcher also developed the
open-ended question. The 24 five-point response questions were from the Caregiver
Burden Inventory (CBI) developed by Novak and Guest (1989). As Chou, Chu, Tseng
and Lu (2003) note, the CBI was developed as a multidimensional instrument that
measures the impact of burden on caregivers. There are a total of five dimensions
associated with the CBI, which are as follows: (a) time dependence burden; (b)
developmental burden; (c) physical burden; (d) social burden, and; (e) emotional burden
(Chou, Jiann-Chyun & Chu, 2002; Novak & Guest, 1989). These five separate
dimensions can be aggregated together into a single scale that estimates a caregiver’s
overall level of burden.
Several authors have conducted reliability estimation of the five different
dimensions of the CBI scale. Novak and Guest (1989) found that the Cronbach alpha
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coefficients (Cronbach, 1970) for dimensions 1 through 5 listed above were .85, .85, .86,
.73 and .77, respectively. An investigation by Caserta, Lund and Wright (1996) that used
the CBI found that the Cronbach alpha coefficients for dimensions 1 through 5 of the CBI
were .85, .87, .86, .69 and .81, respectively. A later study by Chou et al. (2002) found
similar reliability estimates. In their research, the Cronbach alpha coefficients for
dimensions 1 through 5 of the CBI were .93, .90, .93, .79 and .88, respectively. On the
basis of this evidence it can be said that the CBI has proven to be a reliable scale. In order
to ascertain the reliability of the CBI scale during the current study, a Cronbach alpha
reliability estimate (Cronbach, 1970) was calculated for the scale items once the data has
been collected. The value obtained is presented in the next section of this paper.
To date there have been two authors who have conducted validity estimation of
the CBI. Novak and Guest (1989) conducted a construct validation of the CBI via factor
analysis. Specifically, a principal components analysis with an orthogonal rotation for
uncorrelated factors was used to investigate whether the hypothesized five-factor
construct was valid as a function of empirical data. Results of the principal components
factor analysis validated the five-factor model, with the factors being time dependence
burden, developmental burden, physical burden, social burden, and emotional burden
(Chou et al., 2002; Novak & Guest, 1989). These five factors accounted for 66% of the
variance in the predictive model, with an approximately equal amount of variation
(between 9% and 12%) being distributed among the five factors (Chou et al., 2003). Both
concurrent and construct validity of the CBI was later demonstrated by Chou et al.
(2002). Chou et al. used a principal component factor analysis with an oblique rotation
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for correlated factors as their approach to demonstrating construct validity. The results of
the factor analysis were similar to those of Novak and Guest (1989), as their five-factor
model accounted for 63% of the variation in the predictive model. Chou et al. (2002) also
demonstrated concurrent validity by correlating the CBI against a similar measure of
caregiver burden known as the Cost of Care Index (CCI). The CCI was designed by
Kosberg and Cairl (1986) to estimate the social, physical, personal, emotional and
economic aspects of caregiving. A high correlation between two different instruments
that are designed to measure a similar concept is said to demonstrate concurrent validity
(Babbie, 2013). The correlation between the CBI and the CCI was .58, which speaks to
the concurrent validity of the CBI.
Once the data was collected via the survey, it was analyzed using the descriptive
and inferential statistics. For example, descriptive statistics, such as means, standard
deviations, modes and ranges (as appropriate), were calculated to describe the data.
inferential statistics tests were calculated to see if there are differences in the 24 fivepoint response questions as a function of the demographic factors. These same inferential
tests were used to see if there is a difference in one question measured on a scale of 1 to
10 as a function of the demographic factors. Finally, the open-ended responses to the
question that asks what resources would help respondents to feel less stressed as a
caregiver was subjected to a content analysis to see if there were themes within the data.

Data Evaluation Plan
Project evaluations should look at the implementation, effectiveness, efficiency,
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cost-effectiveness, and attribution ability of the program (Hodges & Videto, 2011). Other
factors to consider include whether the stakeholder engagement is strong if the outcomes
of the project will have an impact, the benefit to seniors and their caregivers, if the
project produces learning and if the project effectively addresses concerns that seniors
and their caregivers have. Thus, the objective of this needs assessment project was to
determine if the challenges involved in caring for seniors cause the caregiver who
provide care to Canadian senior citizens to experience undue amounts of stress, as well as
to understand what resources would help a caregiver who provide care to Canadian senior
citizens to feel less stressed. Specifically, this project did the following:
1. Determined what services would help to reduce caregiver stress for those
persons who provide care to Canadian senior citizens;
2. Administered a Stress Scale Inventory Questionnaire assessment tool that
gathered information about a caregiving situation so that specific problems
and needs of senior caregivers could be identified;
3. Reviewed existing data sources of current caregiver support services to help
identify and describe the current state of caregiver services (if any);
4. Analyzed the collected data, reported the findings, and used the findings of
this project as a basis for planning and allocating services for caregivers of
senior citizens.
Hodges and Videto (2011) assert that a summative evaluation should focus on
whether or not the program produces its intended effects rather than on whether or not the
program provides information for improvement. Summative evaluation will demonstrate
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if the aims and objectives of the project were achieved by determining if the work was
useful and beneficial for caregivers of Canadian seniors. Additionally, the evaluation will
help to determine if the project outcome is sustainable and if there is a need for
improvement or further future research.
Summary
Currently, very little is known about the impact of caring for seniors on the
caregiver’s stress level. There is also a lack of knowledge concerning what resources
would help caregivers who provide care to Canadian seniors cope with the stress they
experience. In order to address these questions, this project gathered both qualitative and
quantitative data in order to determine if the challenges involved in caring for seniors
cause caregivers stress, as well as to understand what resources would help a caregiver to
feel less stressed. The findings of this project study can be used to advance nursing
practice and fill the gap in the knowledge base that currently exists regarding caring for
seniors in Canada. This study also fulfills this researcher’s personal interest in geriatrics
and passion for seniors and their caregivers. It is expected that the finding of this project
will help in shaping the way that people in the health industry currently provide care to
seniors and their caregivers, as well as help seniors and their families.
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Section 4: Results and Analysis
Introduction
As previously noted, there are four specific objectives of this needs assessment project:
1. To conduct a needs assessment that would determine what resources could help to
reduce caregiver stress for those who provide care to Canadian senior citizens;
2. To administer a Stress Scale Inventory Questionnaire assessment tool that would
gather information about a caregiving situation so that the specific problems and
needs of senior caregivers could be identified;
3. To review current sources of caregiver support services to help identify and
describe the current state of caregiver services (if any);
4. To analyze the collected data, report the findings, and use the findings as a basis
for planning and allocating services for caregivers of senior citizens.
In order to address these questions, this project gathered data as part of a needs
assessment so as to understand whether caring for seniors predicted the stress a caregiver
experiences, as well as what services would help to reduce caregiver stress for those
providing care to Canadian senior citizens. Data results are presented below.
Data Preparation
Prior to the calculation of any statistics, certain steps were taken to prepare the
data for analysis. First, the data were restricted to only those respondents whose data on
all of the questions within the dataset were valid. Missing data on a dependent variable
will cause inaccurate variance estimation in a multivariate environment (Allison, 2001);
thus, deletion of cases with missing data on a dependent variable was necessary. This
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reduced the dataset from 33 to 25 respondents, which was the required sample size for the
current project. Second, one scale was constructed for use in the current investigation.
The Caregiver Burden Inventory was calculated as the addition of the 24 questions in the
scale, with the resultant sum being divided by the number of questions present in the
scale. In other words, all 24 items were added together and then divided by the number
24. This procedure allowed the scale to be interpreted as a function of the original fivepoint measurement metric for each of the questions in the scale. The measurement metric
for the Caregiver Burden Inventory ranged from a low score of 1 (never) to a high score
of 5 (nearly always). Finally, the variable that measured marital status was dichotomized
given its distribution (64% married, 36% other).
Research Questions and Techniques Used to Investigate Each Question
This project set out to address two questions that are linked in scope. First, this
project sought to understand if caring for Canadian seniors predicts the level of stress a
caregiver experiences. Second, it sought to understand what resources would help senior
caregivers cope with this stress.
The first research question, to understand if caring for seniors predicts the level of
stress a caregiver experiences, was investigated statistically. The appropriate inferential
statistics tests were used to see if there is a difference in the Caregiver Burden Inventory
scale (CBI) as a function of demographic factors. Inferential tests were also used to see if
there is a difference in the question that measures caregiver stress on a scale of 1 to 10
(Q34) as a function of demographic factors.
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Summary of Demographic Variables
The demographic variables of age, income, and education were correlated against
the CBI and Q34. Because the dataset had fewer than 30 respondents (n=25), a
nonparametric statistical test was necessary (Sprent, 1989) to perform the correlation.
Therefore a Spearman correlation was calculated. This test was appropriate, given that
the variables of age, income, education, the CBI, and Q34 were all continuous measures
(Ritchey, 2008).
The following demographic variables all nominal-level dichotomous indicators:
gender, whether a respondent lives alone, marital status, whether the respondent has
children, and whether a respondent feels financially secure. An independent samples t test
(Ritchey, 2008) would normally be used to see if the CBI and Q34 vary as a function of
these nominal-level dichotomous indicators. However, because the dataset had less than
30 respondents (n=25), a nonparametric statistical test was necessary (Sprent, 1989).
Therefore, the Mann-Whitney U test was used in place of the independent samples t-test
(Sprent, 1989).
The demographic variable of whether a respondent is employed full-time, part
time or is unemployed is a multiple category nominal level variable. A oneway analysis
of variance (ANOVA; Ritchey, 2008) would normally be used to see if the CBI and Q34
vary as a function of this particular nominal-level dichotomous indicator. However,
because the dataset has less than 30 respondents (n=25), a non-parametric statistical test
is necessary (Sprent, 1989). Therefore, the Kruskal-Wallis test was used in place of the
oneway ANOVA (Sprent, 1989).
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The second research question sought to understand what resources would help
senior caregivers who provide care to Canadian seniors cope with the stress they
experience, was investigated via qualitative data analysis means. A content analysis
(Creswell, 2011) was conducted on the open-ended data gathered via Question 35 of the
survey. Question 35 of the survey asked respondents the following question: What
resources would help you to feel less stressed as a caregiver?
Descriptive Statistics
Table 1 on the next page provides the means and standard deviations for all of the
continuous variables used in the current investigation. As can be seen in Table 1, the
average age of respondents is 47 years old. Income was coded on an eleven-point scale
that ranged from a low of 1 (for ‘$0-$10,000 a year’) to a high of eleven (for ‘$100,000
or more a year’). The mean score of 5.96 suggests that average respondent income fell
between $50,001 and $60,000 a year. Education was coded on a five-point scale that
Table 1
Means and Standard Deviations for All Continuous Variables
Variable
Caregiver Burden Inventory
Caregiver stress level
Age of respondent
Income of respondent
Education of respondent
Note: n = 25.

M

SD

2.81
5.96
47.12
5.72
3.92

0.82
3.27
14.35
2.42
1.00
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Table 2
Frequencies and Percentages for All Discrete Variables
Variable
Gender of respondent
Male
Female

Frequency

%

3
22

12.0
88.0

Does the respondent live alone?
Yes
No

19
6

76.0
24.0

Marital status of respondent
Married
Other

16
9

64.0
36.0

Does the respondent have children?
Yes
No

17
8

68.0
32.0

Employment status of respondent
Full-time
Part-time
Unemployed

12
10
3

48.0
40.0
12.0

Does the respondent feel financially secure?
Yes
No

10
15

40.0
60.0

ranged from a low of 1 (for ‘Grades 1-8’) to a high of 5 (for ‘College 4 years or more’).
The mean of 3.92 suggests that the average education of respondents was some college.
The CBI was measured on a five-point metric, with higher scores indicating higher levels
of caregiver burden. The midpoint of the CBI scale is 3.0. The average score of 2.81
suggests that the average respondent falls slightly below the midpoint of the scale.
Finally, the amount of caregiver stress is ranked on a scale of 1 to 10, with the midpoint
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being 5. The average score of 5.96 suggests that the average respondent is slightly higher
than the midpoint.
Table 2 presents the frequencies and percentages for all discrete variables in the
dataset. As can be seen in Table 2, most of the sample (88%) is female. Three-quarters of
respondents (76%) live alone. Two out of every three respondents (64%) are married, and
two in three respondents (68%) have children. The sample is roughly split between those
employed full-time (48%) and employed part-time (40%). Finally only 40% of the
sample feels financially secure.
Table 3
Skewness and Kurtosis of Study Variables

Caregiver Burden Inventory
Caregiver stress level
Age of respondent
Income of respondent
Education of respondent
Gender of respondent
Does the respondent live alone?
Marital status of respondent
Does the respondent have children?
Employment status of respondent
Does the respondent feel financially secure?

N
25
25
25
25
25
25
25
25
25
25
25

Skewness
Std.
Statistic
Error
0.36
0.46
-0.30
0.46
0.37
0.46
0.13
0.46
-1.20
0.46
-2.49
0.46
1.30
0.46
-0.62
0.46
-0.82
0.46
0.64
0.46
0.44
0.46

Kurtosis
Std.
Statistic
Error
-0.78
0.90
-1.29
0.90
-0.60
0.90
0.05
0.90
1.94
0.90
4.56
0.90
-0.35
0.90
-1.76
0.90
-1.45
0.90
-0.64
0.90
-1.98
0.90

Normality Testing of the Data of Study Variables
Table 3 presents the normality testing of the study variables. Normality testing is
usually done to ensure that the study variables follow a normal distribution (Ritchey,
2008). Normality testing is also usually done to ensure that the study variables meet the
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requirements of parametric statistical tests (Ritchey, 2008; Sprent, 1989).
As Sprent (1989) notes, parametric tests are those used when a sample size is
greater than 30. In the current data analysis project, the sample size is below 30, which
means that non-parametric statistical tests need to be utilized for all inferential analysis
scenarios. Nevertheless, in an effort to be comprehensive, normality testing with the
accompanying histograms was conducted. Histograms are presented in Figures 2 through
12 on the next pages.
With respect to the histograms and the data contained in Table 3, it should be
noted that normally distributed data will have a skew value that is between -2.0 and +2.0
and a kurtosis value that is between -3.0 and +3.0 (Tabachnik & Fidell, 2013). As can be
seen in Table 3, the variable gender falls outside this parameter.

Figure 2. Histogram of age.
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Figure 3. Histogram of gender.

Figure 4. Histogram of living alone.
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Figure 5. Histogram of marital status.

Figure 6. Histogram of children.
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Figure 7. Histogram of employment status.

Figure 8. Histogram of household income.
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Figure 9. Histogram of financial security.

Figure 10. Histogram of education.
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Figure 11. Histogram of caregiver burden inventory.

Figure 12. Histogram of caregiver stress.
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Cronbach α Reliability Estimation
Table 4
Internal Consistency Values (Cronbach α)
Scale
Caregiver Burden Inventory

α
0.954

Table 4 above presents the Cronbach alpha reliability coefficients for the CBI
used in the current investigation. As Tavakol and Dennick (2011) note, the alpha statistic
was developed by Lee Cronbach to provide a measure of the internal consistency of a
scale as a function of its reliability. The measure of alpha ranges between a value of 0 and
1 with higher scores generally indicating better reliability for data analysis. Scores of .70
or higher suggest that a scale has an acceptable level of reliability (Cronbach, 1970),
although lower levels of alpha are also seen as reliable when a scale has only a few items
(Tavakol & Dennick, 2011). The CBI demonstrates outstanding reliability.

Research Question 1
Spearman Correlations
Table 5
Spearman Correlations Among Continuous Variables
Variables

Age

Income

Education

Caregiver Burden Inventory scale

.548**

-.188

-.433*

Caregiver stress level

.502*

-.335

-.452*

Note: *=p<.05, **=p<.01, two-tailed tests. n=25.
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Table 6
Mann-Whitley U Test Results

Caregiver Burden Inventory

Male
Sum
Mean
of
Rank
Ranks
14.33 43.00

Female
Sum
Mean
of
Rank
Ranks
12.82 282.00

29.0

Caregiver stress level

16.33

12.55

23.0

Variable

49.00

276.00

U

p

Note: *=p<.05, **=p<.01, ***=p<.001, two-tailed tests. n=25.

Variable
Caregiver Burden Inventory

Live alone
Sum
Mean
of
Rank
Ranks
15.33 92.00

Do not live alone
Sum
Mean
of
U
Rank
Ranks
12.26 233.00 43.0

Caregiver stress level
14.92 89.50 12.39
Note: *=p<.05, **=p<.01, ***=p<.001, two-tailed tests. n=25.

235.50

Married
Other
Sum
Sum
Mean
Mean
Variable
of
of
Rank
Rank
Ranks
Ranks
Caregiver Burden Inventory
11.53 184.50 15.61 140.50
Caregiver stress level
11.31 181.00 16.00 144.00
Note: *=p<.05, **=p<.01, ***=p<.001, two-tailed tests. n=25.

Variable
Caregiver Burden Inventory

Has children
Sum
Mean
of
Rank
Ranks
13.29 226.00

Has no children
Sum
Mean
of
Rank
Ranks
12.38 99.00

Caregiver stress level
12.79 217.50 13.44
Note: *=p<.05, **=p<.01, ***=p<.001, two-tailed tests. n=25.

Variable
Caregiver Burden Inventory

Financially
secure
Sum
Mean
of
Rank
Ranks
9.85
98.50

107.50

Financially
insecure
Sum
Mean
of
Rank
Ranks
15.10 226.50

Caregiver stress level
9.55
95.50 15.30
Note: *=p<.05, **=p<.01, ***=p<.001, two-tailed tests. n=25.

229.50

p

45.5

U

p

48.5
45.0

U

p

63.0
64.5

U
43.5
40.5

p
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Table 5 on the previous page presents the Spearman correlations among the
variables of age, income, education the CBI and Q34. The results in Table 5 show that as
a respondent’s age increases, caregiver burden increases and caregiver stress increases.
Table 5 also shows that as a respondent’s education increases, caregiver burden decreases
and caregiver stress decreases. Income was found to be statistically unrelated to caregiver
burden and caregiver stress.
Mann-Whitney U Tests
Table 6 on the previous page presents the Mann-Whitney U test results to see if
the caregiver burden (as measured by the CBI) and caregiver stress vary as a function of a
respondent’s gender, whether a respondent lives alone, marital status, whether the
respondent has children, and whether a respondent feels financially secure. As can be
seen in Table 6, none of the results are statistically significant. As such, it can be
concluded that neither caregiver burden nor caregiver stress vary as a function of a
respondent’s gender, whether a respondent lives alone, marital status, whether the
respondent has children, and whether a respondent feels financially secure.
Kruskal-Wallis Tests
Table 7 presents the Kruskal-Wallis test results to see if the CBI and Q34 vary as
a function of whether a respondent is employed full-time, part-time, or unemployed. As
can be seen in Table 7, none of the results are statistically significant. As such, it can be
concluded that neither caregiver burden nor caregiver stress vary as a function of a
whether a respondent is employed full-time, part-time, or unemployed.
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Table 7
Kruskal-Wallis Test Results
Full time
Mean
Rank

Part time
Mean
Rank

Unemployed
Mean Rank

X2

df

Caregiver Burden
Inventory

13.46

10.15

20.67

4.82

2

Caregiver stress level

12.54

11.15

21.00

4.30

2

Variable

p

Note: *=p<.05, **=p<.01, ***=p<.001, two-tailed tests. n=25.
Research Question 2: Content Analysis Results
There are several trends in the qualitative data. In question 2, 27 respondents
completed valid data for the qualitative (descriptive) analysis, therefore, for question 2,
27 respondents was used for this analysis. Subjects overwhelmingly stated that they
needed financial support, emotional support, more information in order to be a better
caregiver, as well as needing time away from being a caregiver in order to get things
done and recharge emotionally. Five subjects mention specifically that the CCAC needs
to be doing more to help caregivers. Several other respondents mentioned the need for
more government support as well without directly mentioning the CCAC. In other words,
CCAC needs to care for senior clients, and also provide care where needed for the
caregivers of senior citizens.
The most common theme to emerge from the data was the need for respite from
being a caregiver. Whether this was the desire for adult daycare, evening care, or night
care, 12 out of 27 people mention this as a great need. Several respondents stated that
they only needed a few hours of respite a week in order to get errands completed, while
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others stated that they needed longer periods of time, including one person who really
wanted someone to stay in the night so they could sleep without worrying that the person
they were caring for would be safe. Respite care was a common theme, as 13 out of 27
respondents also mentioned needing access to respite care in a nursing home for the
person for whom they were providing care. Many of these respondents noted how they
needed access without having to wait through the complex and complicated placement
process. Numerous respondents also noted that it often took several weeks of wait time to
obtain a weekend relief at a long-term care facility. The need for permanent long-term
care placement of seniors was mentioned by 9 out of 27 respondents who stated that
easier access to a nursing home for the senior they were providing care without having to
deal with the complicated placement process would be helpful. Several respondents
called for placement process change by the Ontario Ministry of Health and long-term
care through CCAC. Caregivers indicated that navigating the healthcare and social
services available are difficult and complex, and that the decision of how much care and
who provides care to their senior loved one is sometimes determined without their input.
Respondents also suggested that current provincial health programs do not factor in the
needs of caregivers in their funding programs equations, and this should be evaluated and
considered during the funding programs formula.
Ten caregivers noted the need for more social and emotional support, which was
the second most common theme to emerge from the data. Four respondents stated they
would like caregivers support group, while two mentioned the need for a survivors
support group. Four others mentioned how they would like to see greater emotional help,
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such as counseling, while two respondents mentioned needing help with outside
relationship like family member and spouses, church groups or neighbors while they are
engaging in caregiving. Some of these same respondents also mentioned how they
needed more help and support for their families and their communities while they are
caring for the person. Half of the people who were surveyed directly stated they needed
more emotional support, access to adult daycare and greater family support. Several
respondents mentioned that this additional support should be coming from the CCAC. As
one respondent stated,
government should ensure adequate help is given to those relatives who feel
stressed due to providing care for their loved ones. I have seen situations where
caregivers themselves developed failing health, and as such, not only in relatives
have one sick person to care for, but more and more are experiencing ill health
due to stress!
An except from a different respondent helps to drive home the need for greater emotional
support:
Another thing that is essential is learning how to reframe the word “guilt” as we
are often faced with the idea that somehow asking others to step in when a break
[is needed] somehow translates into “failure.” the idea that we should be able to
muscle thru and carry all the load ourselves perpetuates this sense of failure if we
cannot manage this. It would be helpful if we could empower caregivers to see
that asking for help, whether it be for… the health of the caregiver and the
wellbeing of the senior they care about is absolutely necessary not seen as a
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failure. The demand of care giving can provoke many emotions that we never
expected would arise...and yet in times of stress...they do.
Compassion fatigue is another theme that the respondents expressed as occuring
during their role as a caregiver for a senior. Compassion fatigue refers to the profound
emotional and physical exhaustion that caregivers can develop over the course of their
caring for a senior (Mathieu & McLean, 2014). As one respondent noted, caring for a
senior causes “a gradual erosion of all the things that keep us connected to others: our
empathy, dreams, hope, our love and of course our compassion - not only for others but
also for ourselves.” This quote also helps to illustrate some points on compassion made
by O’Rourke and Dufour (2012), who note that compassionate caring is a partnership
where one person reveals their pain, brokenness and vulnerability to another. Through a
relationship of trust, caregivers work together towards healing and wholeness. But in the
case of caregivers for senior citizens, compassionate care can lead compassion fatigue, a
situation that occurs when a caregiver goes where it hurts, enters into places of pain,
shares in brokenness, fear, confusion and anguish, all the while expressing a full
immersion into the condition of being human (O’Rourke & Dufour, 2012).
Several respondents stated that they needed greater help from CCAC, including
financial support, the need for expanded care opportunities, and flexibility in the care that
their senior received from CCAC and as well as better relations with personal support
workers providing supplementary care from CCAC. Most of the comments that involved
the CCAC were cross-linked with comments about the need for greater financial help
while taking care of a senior not directly from CCAC but from the provincial government
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in the way of better tax incentives. Suggestions for this by respondents included greater
financial support for time off from jobs, as well as increasing support for caring for the
senior.
The final theme to emerge from the open-ended data revolved around the desire
among respondents for more information about services available. Several respondents
expressed their frustration about how it was not easy to find information that would help
them to care for seniors. This extended to wanting better information from health care
providers, such as nurses, doctors, social workers, healthcare provider agencies like the
CCAC, health clinics, walk-in clinics, district family health care teams, family physician
offices and homecare agencies. As one respondent stated,
I feel that walking the role of being a caregiver for a senior is something that few
of us are not adequately equipped to do... it is challenging to be both a
daughter/son/husband/wife and the caregiver all at the same time, as each role is
uniquely different. Learning how to separate yet merge both of these roles and
finding resources information to help balance within them all at the same time
plays a role in how it impacts ones stress level. A list of resources and ideas could
be helpful.
Summary and Evaluation of Findings
This project demonstrated that there is stress associated with providing care for
seniors. The results associated with this project also suggest that well-structured
resources are needed to respond to the various stressors that impact caregivers as a result
of taking care of seniors. Some of the suggestions made by caregivers for resources
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include a formal or informal person to confide in (i.e., a counselor), caregiver support
groups, relief from caregiving via respite care, and greater information on services
available to caregivers of seniors. Several of the respondents indicated a need for proper
training in providing care to senior loved ones. Respondents also indicated the need for
training and education programs on how to navigate the healthcare system. The evidence
also suggests that as age of the respondent increases, the stress and burden associated
with caring for seniors increases, and that the education of a respondent increases, the
stress and burden associated with caring for a senior decreases.
The most requested resource made by the respondents is to have a sense of control
in the decision-making process concerning their caregiving situation. To this end, greater
amounts of information from healthcare agencies and healthcare providers should be
made available to the caregivers of seniors. Respondents also noted that they do not feel
totally in control of the care they provide for seniors, a finding that aligns with the work
of Smale and Dupuris (2004). Smale and Dupris noted that there are substantial numbers
of caregivers who apparently do not feel they have control over their caregiving situation.
Their investigation showed that half of caregivers indicated that there was no way they
could solve some of the problems they were experiencing as a result of their caregiving, a
fact that made caregivers vulnerable to caregiver stress/burden.
Discussion of Findings in Context of Literature and Frameworks
The purpose of this needs assessment project was to determine if providing care
to seniors predicts the levels of stress that caregivers of senior citizens experience, as well
as to investigate the resources that caregivers would like to have to help them to deal with
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their stress. Evidently, many caregivers of seniors are under a great deal of stress, even
though several resources are available for use by caregivers for seniors. The findings
associated with this project suggest that there is a distinct lack of information about what
is needed to reduce stress among caregivers of seniors.
The findings associated with this project align with other research projects (Cairl
& Kosberg, 1993; FGA, 2012; Mathieu & McLean, 2014; Smale & Dupuis, 2004), which
suggests that caring for seniors is stressful for caregivers. The evidence from this study
suggests that more resources and information on caregiving would help caregivers cope
with their caregiving role. Some of the resources outlined below would help caregivers:
1. Adequacy of number of hours of support and adequacy of number of services
for both care receivers and caregivers;
2. Better information to caregivers about available resources;
3. Easier access to respite care in a nursing home when needed;
4. Revamp the current LTC placement process of seniors without having to wait
2 years to 5 years before being placed in LTC home;
5. Training and education programs on how to navigate the health and social
services available to make the process less difficult and complex;
6. Education and training how to provide care seniors including what to expect,
and inclusion of the senior caregivers in the decision of how much care and
who provides care to their senior care receivers;
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7. Mandatory requirement governmental funded programs to make the public
aware of the services they are providing to ensure that they are not operating
in silos;
8. Individual counselling, organization of support groups, and caregiver training
to assist caregivers in making decisions and solving problems relating to their
caregiving roles;
9. Structure support, recognition senior caregivers by the healthcare system,
caregiver support groups and governmental ministries;
10. Respite care for caregiver relief, to enable caregivers to be temporarily
relieved from their caregiving responsibilities be it in-home care, adult day
care, and overnight respite in LTC homes;
11. A multidisciplinary team approach and effectively and consistent
communication amounts the healthcare providers and provider agencies on the
issues of senior care and related available services.
These suggested interventions translate into problem-solving and behaviour
management interventions have been found to demonstrate the greatest effectiveness
(Pusey & Richards, 2009). Caregiver support groups are also highly recommended as a
coping strategy. Caregiving is a partnership where one person reveals their pain,
brokenness and vulnerability to another through a relationship of trust; they work
together towards healing and wholeness (O’Rourke & Dufour, 2012). As the baby
boomers and their parents’ age, the number of Canadian seniors requiring care will
increase. Therefore, their support and recognition by the current Canadian healthcare
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system will go a long way to sustain the already stretched dollar amount for healthcare
for seniors.

Implications for Practice, Action, Future Research, and Social Change
Caregiving for seniors impacts heavily on the lives of the caregivers physically,
mentally, emotionally and psychologically, all of which increases feeling of being
trapped with no means to escape. The amount of stress indicated in this study originates
from the responsibilities of assuming a caregiving role and the significant amount of time
the caregivers are spending providing care. This in turn translates to missing time out of
their own personal relationships with their own families and friends. A number of needed
resources have been suggested by the caregivers themselves and include a need for
respite care, greater amounts of social and emotional support, CCAC support and more
information on services available. It is imperative to support the caregivers of seniors in
their caregiving role; failure to do so will have detrimental effects to the physical, mental,
social, and psychological well-being of not only the caregivers but also the seniors they
care for.
The evidence presented in this study suggests that as the caregiving role increases,
the threat to the overall well-being of caregivers become greater. Neuman (1995) defined
a person as a being consisting of six subsystems: physiological; psychological; sociocultural; spiritual; developmental, and; the environment. Support for caregivers needs to
be based on these totalities of care needs in these subsystems. Furthermore, offered
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services must be appropriate to the caregiver’s needs. Services offered must be culturally
appropriate and acceptable to the caregiver.
It is important to stress that simply providing a brochure or telephone number
may not be as beneficial as actual linkages to services. In a study by Weuve, Boult and
Morishita (2000), caregivers who were provided a detailed care management plan and
linked directly to services reported less caregiver burden and stress than a control group,
which was only provided written information and service referrals. The finding of this
study creates opportunity for future research on the topic and issues of caregiving in all
ages and health illnesses caregivers.
It is expected that the finding of this study will translate into a different way of
providing care to seniors and their caregivers in Ontario as well as in Canada. The
findings of this study can be applied to all caregivers all ages and healthcare conditions.
Caring is a partnership where one person reveals their pain, brokenness and vulnerability
to another. Through a relationship of trust, they work together towards healing and
wholeness (O’Rourke & Dufour, 2012).
Project Strengths and Limitations
Strengths
The strength of this study is that it speaks to the real needs of caregivers of seniors
through their own accounts of their personal experiences. Another strength of this study
relates to the benefits of finding of resources that the caregivers themselves outlined
would help them cope better with their caregiving role and responsibilities. The important
strength of this study is that the participants are sampled from hospitals, communities,
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and care facilities across the province of Ontario. The use of the evidence-based data is
the critical strength of this study.
Limitations
On the other hand, the number of the participants is part of the limitation of the
study because it may affect the generalizability of the results of this study. The study was
limited to 25 participants who currently or previously provided care to seniors and were
primary caregivers. Another limitation of this study is cultural aspect of caregiving was
not studied in detail; therefore, this leaves room for future research study.
Project Recommendations
The finding of this study creates opportunity for future research on the topic and
issues of caregiving in all ages and health statuses of caregivers. It is hoped that the
finding of this study will translate into a different way of providing care to seniors and
their caregivers in Ontario as well as in Canada. Providing care to senior caregivers will
not only save money and resources, it will go a long way to improve the lives of
Canadian aging seniors.
The finding of this study creates opportunity for future research on the topic and
issues of caregiving in all ages and health statuses of caregivers. It is hoped that the
finding of this study will translate into a different way of providing care to seniors and
their caregivers in Ontario as well as in Canada. Providing care to senior caregivers will
not only save money and resources, it will go a long way to improve the lives of
Canadian aging seniors.
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The following recommendations are based on the empirical findings of this
project study. Evidence from this study has shown that older respondents have more
stress and caregiver burden. Therefore, it is recommended that caregivers of seniors who
are themselves senior citizens should receive more attention, more support, more
information, more respite care and more assistance from CCAC than younger caregivers
of senior citizens. This project also found that educated respondents have less stress and
caregiver burden than caregivers of seniors who have less education. This finding
suggests that educated caregivers may be able to more easily navigate the healthcare
system and connect with healthcare providers and social support agencies than less
educated respondents. Therefore it is recommended that greater efforts to provide support
to less educated respondents be undertaken.
On the basis of the qualitative data analysis, it is recommended that healthcare
provider agencies across the province of Ontario not operate in silos. In other wrods, it is
imperative that each provider agency needs to provide adequate and appropriate public
information of the services they are providing. Caregivers also noted that they want more
help and assistance from CCAC specifically because the CCAC has come to be a reliable
healthcare provider agency that caregivers of seniors are depending on and counting on
for assistance.
It is further recommended that the provincial healthcare programs need to factor
in the needs of caregivers in their funding programs equations, and this should be
evaluated and considered during the funding programs formula the health care provider
agencies in the communities.
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To healthcare provider agencies, it is strongly recommended that they implement
the following caregiver suggested resources, as the resources outlined below would help
caregivers cope with the caregiver burden and stress they feel.
1. Adequacy of number of hours of support and adequacy of number of services
for both care receivers and caregivers;
2. Better information to caregivers about available resources;
3. Easier access to respite care in a nursing home when needed;
4. Revamp the current LTC placement process of seniors without having to wait
2 years to 5 years before being placed in LTC home;
5. Training and education programs on how to navigate the health and social
services available to make the process less difficult and complex;
6. Education and training how to provide care seniors including what to expect,
and inclusion of the senior caregivers in the decision of how much care and
who provides care to their senior care receivers;
7. Mandatory requirement governmental funded programs to make the public
aware of the services they are providing to ensure that they are not operating
in silos;
8. Individual counselling, organization of support groups, and caregiver training
to assist caregivers in making decisions and solving problems relating to their
caregiving roles;
9. Structure support, recognition senior caregivers by the healthcare system,
caregiver support groups and governmental ministries;
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10. Respite care for caregiver relief, to enable caregivers to be temporarily
relieved from their caregiving responsibilities be it in-home care, adult day
care, and overnight respite in LTC homes;
11. A multidisciplinary team approach and effectively and consistent
communication amounts the healthcare providers and provider agencies on the
issues of senior care and related available services.
Analysis of Self
Analysis of self as scholar, as practitioner, as project developer, and as a
professional is critical at this stage of this project and appropriate.
As a compassionate self: I empathize with others and feel their pain in effort to
provide healing. I aspire to treat others the way I like to be treated.
As a scholar: I am a believer in a lifelong learning; therefore, it is with hope and
aspiration that the findings of this study will be translated into relieving the suffering I
have seen in the faces and lives of caregivers of seniors. As a practitioner, the
experiences I have gained from this project study will guide me in the way I provide care
to all of my patients and their caregivers, as well as how I treat my colleagues who
provide care to patients/clients.
As a project developer: I have experienced physical, mental, emotional and
psychological feelings of joy, sadness, frustrations and happiness, but most importantly,
the experiences of being a project developer has provided me with mental and
psychological growth that is difficult to describe in words. The experiences will guide me
for the rest of my personal and professional life.
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As a professional: I have developed skills, knowledge, and experiences that will
help in the way I deliver care to all of my patients and their caregivers. This project has
taught me as a professional that there is a lot more to providing care than just providing
the prescribed medications and treatments. This project has taught me creativity,
advanced critical thinking and reasoning, and most importantly perseverance. As a
professional, the journey of this project has taught me the true meaning of compassion
which asks us to go where it hurts, to enter into place of pain of others, to share in
brokenness, fear, confusion and anguish, expressing a full immersion into the condition
of being human (O’Rourke & Dufour, 2012). It is through true care and compassion that
healing and wholeness can be achieved, not just for me but also for both seniors and the
caregivers of seniors.
Summary and Conclusions
Caregivers typically struggle with more than one caregiving concern and the
responsibilities associated with caregiving. A review of current literature demonstrates
that caring for seniors influences the stress levels of the caregiver. Evidence from various
literature and research reviews points to the fact that there are few current available
supports and resources available for caregivers of seniors, and that many of these
resources are either difficult to obtain or are limited. This project set about to address two
questions that are linked in scope. First, this project sought to understand if caring for
seniors predicts the level of stress a caregiver experiences. Second, this project sought to
understand what resources would help senior caregivers who provide care to Ontario
seniors cope with the stress they experience.
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The first research question, to understand if caring for seniors predicts the level of
stress a caregiver experiences, was investigated via statistical means. When all the
statistical analysis of result of questionnaire survey was analyzed, the results suggested
that as the age of a respondent increased, the level of caregiver burden and caregiver
stress also increased. The results also suggest that as the educational level of a respondent
increased, the level of caregiver burden and caregiver stress decreased. The second
question sought to understand what resources would help senior caregivers who provide
care to Ontario seniors cope with the stress they experience. The second question was
investigated via qualitative data analysis means. A content analysis (Creswell, 2011) was
conducted on the open-ended data gathered via Question 35 of the survey. Question 35 of
the survey asked respondents the following question: What resources would help you to
feel less stressed as a caregiver?
Based on the accounts of the caregivers themselves, a lists of eleven resources
have been outlined which are evidence based in practice to alleviate the stress the
caregivers experience from their caregiving role and responsibilities. This project
determined that resources flexible enough to meet the unique needs of different
caregivers can be most successful to prevent cookie cutter resources for every caregiver
of a senior citizen. It is important to incorporate multiple aspects of resources to better
position to affect positive outcomes for caregivers. The effects of implementation of any
resources design would benefit from future investigations in this area. It is important to
note that the application of these resources has shown outstanding successful results
during my various clinical placement efforts.
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Unfortunately, most programs and studies are concerned only with care receiver
needs and outcomes. Little is known about the impact of stress on the health of the
caregivers of seniors, nor is it clear what resources caregivers of seniors would need to
help them cope with their stress. The main two quantitative findings that emerged as part
of the data analysis of this study shows the following: (a) as a respondent gets older, their
caregiver burden and their stress increases; (b) more educated respondents have less
caregiver burden and less stress. These are the only two statistically significant findings
in this study. With respect to the qualitative data analysis, there were only five findings
within the data: (a) caregivers want more support; that is, more emotional support and
more social support; (b) caregivers want more information on how to be a better
caregiver; (c) caregivers want more respite care, mainly because (d) caregivers are
suffering from compassion fatigue, and; (e) caregivers want more help and assistance
from CCAC specifically and the government in general in the form of tax incentives and
caregiver allowances. The finding of this project suggests that there is an important trend
emerging with respect to caring for seniors. This trend is that seniors and their caregivers
want to be involved in the care decisions made for the seniors. This emerging trend is
creating a challenge that community services and governmental agencies must address in
an effort to keep seniors and their caregivers out of acute care hospital. Addressing this
trends in senior care will increase informal senior care giver satisfaction, promote
wellness, and reduce caregivers’ stress.
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Section 5: Scholarly Product for Dissemination

PRACTICAL APPLICATION AND MANAGEMENT
The Impact of Caring for Seniors on the Caregiver’s Stress Level
Georgina Ugochi Njoku, Hons.BA, BScN, MSN, GNC, DNP(C)
Doctor of Nursing Practice Student
Walden University
INTRODUCTION
When a senior can no longer care for
him or herself, and when that senior
cannot access a LTC facility, a caregiver
must step up and provide support for the
senior. In society today, older adults and
their caregivers often face situations
which increase the caregiver’s stress
levels, such as the seniors’ difficulty
with mobility, safety problems, falls,
cognitive deficits, fecal and urinary
incontinence, chronic health conditions
and psychosocial behavioral changes.
Caregiver burnout occurs when people
are stretched beyond their capacity to
provide assistance. In other words, when
caregivers report high levels of stress,
depression, and difficulties in continuing
to provide care (Health Council of
Canada, 2012), they are by definition
burnt out. There are very few resources
available to help caregivers to cope with
the stress they experience from
caregiving.

Objective. The purpose of this project is
to conduct a needs assessment of
caregivers of senior citizens in Ontario,
Canada. This project set about to address
two questions that are linked in scope.
First, this project sought to understand if
caring for seniors predicts the level of
stress a caregiver experiences. Second,
this project sought to understand what
resources would help senior caregivers
who provide care to Canadian seniors
cope with the stress they experience.
Method. This project used a needs
assessment methodological design. A
needs assessment is best described as the
process by which information as part of
an assessment is collected so as to
determine how many people in a
community need a particular service. A
needs assessment is often accomplished
through the use of a quantitative needs
assessment survey (Monette et al., 2002;
Singleton and Straits, 2010). Therefore,
a caregiver questionnaire survey was
used to conduct this needs assessment.

85
RECOMMENDATIONS
Questionnaire. The first project
question, to understand if caring for
seniors predicts the level of stress a
caregiver experiences, was investigated
via statistical means. Inferential statistics
tests were used to see if there was a
difference in the Caregiver Burden
Inventory scale (CBI) as a function of
the demographic factors. Inferential tests
were also used to see if there is a
difference the question that measures
caregiver stress on a scale of 1 to 10
(Q34).
Participants. The ages of the caregivers
who participated in this study range from
45 to 85 years, and the sample consisted
of both males and females. The data
included information from 25
participants.
RESULTS
The quantitative results suggest that as a
caregiver gets older, the level of their
caregiver burden increases, and their
stress increases. The quantitative results
also indicate that higher levels of
education result in less stress and less
caregiver burden among caregivers.
With respect to the qualitative data
analysis, there were only five findings
within the data: (a) caregivers want more
support, that is, more emotional support
and more social support; (b) caregivers
want more information on how to be a
better caregiver; (c) caregivers want
more respite care, mainly because (d)
caregivers are suffering from
compassion fatigue, and; (e) caregivers
want more help and assistance from
CCAC specifically and the government
in general in a way of tax incentives and
caregiver allowances.

Based on the accounts of the caregivers
themselves, a lists of eleven resources
has been outlined which are evidence
based in practice to alleviate the stress
the caregivers experience from their
caregiving role and responsibilities.
These proposed resources are as follows:
Adequacy of number of hours of support
and adequacy of number of services for
both care receivers and caregivers;
• Better information to caregivers about
available resources;
• Easier access to respite care in a
nursing home when needed;
• Revamp the current LTC placement
process of seniors without having to
wait 2 years to 5 years before being
placed in LTC home;
• Training and Education on how to
navigate the health and social services
available to make the process less
difficult and complex;
• Inclusion of the senior caregivers in
the decision making process of how
much care and who provides care to
their senior care receivers;
• Mandatory requirement on
governmental funded programs to
make the public aware of the services
they are providing to ensure that they
are not operating in silos;
• Individual counseling, organization of
support groups, and caregiver training
to assist caregivers in making
decisions and solving problems
relating to their caregiving roles;
• Structured support and recognition
senior caregivers by the healthcare
system and support for caregiver
support groups by the governmental
ministries.
• Respite care for caregiver relief, to
enable caregivers to be temporarily
relieved from their caregiving
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responsibilities be it in-home care,
adult day care, and overnight respite in
LTC homes;
• A multidisciplinary team approach and
effectively and consistent
communication amounts the healthcare
providers and provider agencies.
It is important to incorporate multiple
aspects of resources as discovered in this
project to better position to affect
positive outcomes for caregivers. The
effects of implementation of these
futuristic resources design would benefit
from future investigation.
Summary of Recommendations: The
finding of this study creates opportunity
for future research on the topic and
issues of caregiving in all ages and
health statuses of caregivers. It is hoped
that the finding of this study will
translate into a different way of
providing care to seniors and their
caregivers in Ontario as well as in
Canada. Providing care to senior
caregivers will not only save money and
resources, it will go a long way to
improve the lives of Canadian aging
seniors.
The finding of this study creates
opportunity for future research on the
topic and issues of caregiving in all ages
and health statuses of caregivers. It is
hoped that the finding of this study will
translate into a different way of
providing care to seniors and their
caregivers in Ontario as well as in
Canada. Providing care to senior
caregivers will not only save money and
resources, it will go a long way to
improve the lives of Canadian aging
seniors.

The following recommendations are
based on the empirical findings of this
project study. Evidence from this study
has shown that older respondents have
more stress and caregiver burden.
Therefore, it is recommended that
caregivers of seniors who are themselves
senior citizens should receive more
attention, more support, more
information, more respite care and more
assistance from CCAC than younger
caregivers of senior citizens. This project
also found that educated respondents
have less stress and caregiver burden
than caregivers of seniors who have less
education. This finding suggests that
educated caregivers may be able to more
easily navigate the healthcare system
and connect with healthcare providers
and social support agencies than less
educated respondents. Therefore it is
recommended that greater efforts to
provide support to less educated
respondents be undertaken.
On the basis of the qualitative data
analysis, it is recommended that
healthcare provider agencies across the
province of Ontario not operate in silos.
In other wrods, it is imperative that each
provider agency needs to provide
adequate and appropriate public
information of the services they are
providing. Caregivers also noted that
they want more help and assistance from
CCAC specifically because the CCAC
has come to be a reliable healthcare
provider agency that caregivers of
seniors are depending on and counting
on for assistance.
It is further recommended that the
provincial healthcare programs need to
factor in the needs of caregivers in their
funding programs equations, and this
should be evaluated and considered
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during the funding programs formula the
health care provider agencies in the
communities.

CONCLUSION
Caregivers typically struggle with more
than one caregiving concern and the
responsibilities associated with
caregiving. A review of current literature
demonstrates that caring for seniors
influences the stress levels of the
caregiver. Evidence from various
literature and research reviews points to
the fact that there are few current
available supports and resources
available for caregivers of seniors, and
that many of these resources are either
difficult to obtain or are limited. This
project set about to address two
questions that are linked in scope. First,
this project sought to understand if
caring for seniors predicts the level of
stress a caregiver experiences. Second,
this project sought to understand what
resources would help senior caregivers
who provide care to Ontario seniors cope
with the stress they experience.
The first research question, to
understand if caring for seniors predicts
the level of stress a caregiver
experiences, was investigated via
statistical means. When all the statistical
analysis of result of questionnaire survey
was analyzed, the results suggested that
as the age of a respondent increased, the
level of caregiver burden and caregiver
stress also increased. The results also
suggest that as the educational level of a
respondent increased, the level of
caregiver burden and caregiver stress
decreased. The second question sought
to understand what resources would help

senior caregivers who provide care to
Ontario seniors cope with the stress they
experience. The second question was
investigated via qualitative data analysis
means. A content analysis (Creswell,
2011) was conducted on the open-ended
data gathered via Question 35 of the
survey. Question 35 of the survey asked
respondents the following question:
What resources would help you to feel
less stressed as a caregiver?
Based on the accounts of the caregivers
themselves, a lists of eleven resources
have been outlined which are evidence
based in practice to alleviate the stress
the caregivers experience from their
caregiving role and responsibilities. This
project determined that resources
flexible enough to meet the unique needs
of different caregivers can be most
successful to prevent cookie cutter
resources for every caregiver of a senior
citizen. It is important to incorporate
multiple aspects of resources to better
position to affect positive outcomes for
caregivers. The effects of
implementation of any resources design
would benefit from future investigations
in this area. It is important to note that
the application of these resources has
shown outstanding successful results
during my various clinical placement
efforts.
Unfortunately, most programs and
studies are concerned only with care
receiver needs and outcomes. Little is
known about the impact of stress on the
health of the caregivers of seniors, nor is
it clear what resources caregivers of
seniors would need to help them cope
with their stress. The main two
quantitative findings that emerged as
part of the data analysis of this study
shows the following: (a) as a respondent
gets older, their caregiver burden and

88
their stress increases; (b) more educated
respondents have less caregiver burden
and less stress. These are the only two
statistically significant findings in this
study. With respect to the qualitative
data analysis, there were only five
findings within the data: (a) caregivers
want more support; that is, more
emotional support and more social
support; (b) caregivers want more

information on how to be a better
caregiver; (c) caregivers want more
respite care, mainly because (d)
caregivers are suffering from
compassion fatigue, and; (e) caregivers
want more help and assistance from
CCAC specifically and the government
in general in the form of tax incentives
and caregiver allowances.
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Appendix A: Caregiver Stress Scale Inventory Questionnaire
Survey No: ________
Directions: The purpose of this survey is to help a doctor of Nurse Practice student
understand and determine the levels of stress that caregivers of senior citizens experience,
and to highlight the resources that caregivers would like to have to help them deal with
their stress. Please answer each question carefully and honestly. Your name will never be
used. Your information is entirely confidential and will be used only for the purpose of
the study proposal. This survey will take approximately 20 minutes of your time. Thank
you for participating and to adding to my proposal. It is important that you understand
that your participation is strictly voluntary in nature, if you feel uncomfortable or do not
feel right participating you can stop without penalty or reprisals. If you wish to keep a
copy of your signed consent, you are more than welcomed to do so. If you have any
questions regarding this project study please contact Georgina Njoku at 226-650-7932.
Age

What is your age? _____ years

Gender

What is your gender?
Male
Female

Alone

Do you live alone?
No
Yes

Marital status: What is your current marital status?
Married
widowed
divorced
separated
in a relationship with an unmarried partner
never married
Family

Do you have children of your own?
No
Yes

Employment Are you currently employed full time, part time or are you unemployed?
Full time
Part time
Unemployed
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Income

Your household’s income (before taxes) from all sources this year will be:
$0-$10,000
$10,001-$20,000
$20,001-$30,000
$30,001-$40,000
$40,001-$50,000
$50,001-$60,000
$60,001-$70,000
$70,001-$80,000
$80,001-$90,000
$90,001-$100,000
more than $100,000 dollars
don’t know / not sure

Economy

Do you feel financially secure?
No
Yes

Education

What is the highest grade or year of school you completed (including
home school)?
never attended school or only attended kindergarten
grades 1 – 8 (elementary)
grades 9 – 11 (some high school)
grade 12 or GED (high school graduate)
college 1 year to 3 years (some college or associate degree)
college 4 years or more (bachelor degree or higher)

Questions
For each item please indicate the answer that represent how often the statement describes
your feelings about the person you provide care for.
No 1. He/she needs my help to perform many daily tasks.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 2. He/she is dependent on me.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
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No 3. I have to watch him/her constantly.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 4. I have to help him/her with many basic functions.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 5. I don’t have a minute’s break from his/her chores.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 6. I feel that I am missing out on life.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 7. I wish I could escape from this situation.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 8. My social life has suffered.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
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No 9. I feel emotionally drained due to caring for him/her.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 10. I expected that things would be different at this point in my life.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 11. I’m not getting enough sleep.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 12. My health has suffered.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 13. Caregiving has made me physically sick.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 14. I’m physically tired.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
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No 15. I don’t get along with other family members as well as I used to.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 16. My caregiving efforts aren’t appreciated by others in my family.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 17. I’ve had problems with my marriage (or other significant relationship).
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 18. I don’t get along as well as I used to with others.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 19. I feel resentful of other relatives who could but do not help.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 20. I feel embarrassed over his/her behavior.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
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No 21. I feel ashamed of him/her.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 22. I resent him/her.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 23. I feel uncomfortable when I have friends over.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 24. I feel angry about my interactions with him/her.
Never 0
Rarely 1
Sometimes 2
Quite frequently 3
Nearly always 4
No 25. On a scale of 1 to 10, with 10 being high and 1 being low, overall, how stressed
do you feel in caring for your relative?
1 2 3 4 5 6 7 8 9 10
No 26. What resources would help you to feel less stressed as a caregiver? Please write
your answer in the box below.

SCORING KEY, QUESTIONS 1-24:
0 to 25 = little or no stress
25 to 50 = mild to moderate stress
50 to 75 = moderate to severe stress
75 to 100 = severe stress
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Appendix B: Permission to use the Novak and Guest (1989) questionnaire survey tool

Title:

Application of a
Multidimensional Caregiver
Burden Inventory
Author:
Mark Novak, Carol Guest
Publication: Gerontologist, The
Publisher: Oxford University Press
Copyright © 1989, Oxford University Press

Logged in as:
Georgina Njoku
Account #:
3000767851

Order Completed
Thank you very much for your order.
This is a License Agreement between Georgina Njoku ("You") and Oxford
University Press ("Oxford University Press") The license consists of your order
details, the terms and conditions provided by Oxford University Press, and the
payment terms and conditions.
License number
Reference confirmation email for license number
License date
Mar 22, 2014
Licensed content
Oxford University Press
publisher
Licensed content
Gerontologist, The
publication
Licensed content
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author
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Appendix C: Curriculum Vitae
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Career Objective:
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• To implement and promote best practices guidelines in an organization and to
develop, write and implement policies and grant proposal initiatives.
Qualifications:
• Excellent interpersonal and organizational skills;
• Excellent computer and communication skills;
• Good knowledge of Local, Provincial and Federal health regulations and
programs.
• Ability to thrive in a multi-tasked environment advanced planning skills;
accountable, reliable; and proactive transformational leadership style
EDUCATION
Doctor of Nursing Practice (DNP) Student
March, 2012-March,2015, Walden University, 650 South Exeter Street, Baltimore
Maryland (MD), 21202, US.
Masters of Science in Nursing (MSN) Graduated June 2011
Leadership and Management Program: May 2009-June, 2011, Walden University, 650
South Exeter Street, Baltimore Maryland (MD), 21202, US.
Expert Gerontological Nursing (Certified Gerontologist, June 2012)
Canadian Nurses Association, Ottawa, Ontario, Canada
Proposal Leader for Meadow Park London
Completed Proposal
• Designed and Facilitation of interdisciplinary teams process for implementing this
pilot Best Practice guideline for Delirium, Depression and Dementia (3Ds),
Responsive behaviour guidelines and design and implementation as per the
Ministry of Health and Long-Term Guidelines. Pain Assessment guidelines and
management specific to the home, and allowed permission for the home to share
these processes and outcomes corporate wide with the organization
• Completed the 3 phases of proposal identifying existing resources within the
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•

guideline to adjust or implement suggestions within education for residents,
families, and staff, documentation, policy, and interdisciplinary processes to
improve care services while decreasing the risk of adverse events between
residents and residents to staff due to Delirium, Depression and Dementia.
Investigate and follow systematic processes for complaint resolution

Hons BScN degree: 2004- 2008 St. Francis Xavier University, Antigonish, Nova Scotia
Hons. B.A. Social Sciences: 1988-1992 University of Western Ontario, London, Ontario,
Canada
RN Refresher Program 1995: School of Nursing, Fanshawe College of Applied
Science and Technology and School of Nursing, Mohawk College of Applied Science
and Technology, Hamilton, Ontario, Canada.
Diploma: Nursing and Health Care Leadership/Management Program 2004.
McMaster University, Hamilton, Ontario, Canada.
Diploma: Civil and Criminal Investigation 1994
ITI investigation Training Institution London, ON. Canada
Diploma: Health office Administrator Program 1993
Fanshawe College of Applied Arts and Technology, London, ON.
Diploma 3 year General Nursing Program 1979-1981
School of Nursing, Our Lady of Lourdes Hospital
Ihiala, Anambra State, Nigeria.
EMPLOYMENT HISTORY
Hospital Clinical Advance Practice Nurse Student Practicum placement: 2014
ST.Thomas Elgin General Hospital
Hospital Placement Nurse Case Manager 2009- 2014 F/T: London Health Science
Centre, Victoria Hospital, Westminster Campus and South Street.
Community Nurse Case Manager 2006 – 2009 F/T North West Team SWCCAC,
London, Ontario.
 Comprehensive and holistic Health Assessment and Evaluation of patient
condition and Ministry regulated criteria for home, long term care, complex care
and restorative care health services
 Extensive collaboration and planning with both hospital inter-professional team
members, patients, families and community partners to develop safe and timely
discharge plans in surgery, medical and adult LTC placement at LHSC
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Westcampus and South Street.
Working collaboratively with the multidisciplinary teams, provider agencies and
LTC homes regarding, client service care planning, health funding, and goals of
care.
Budget planning and management of assigned department and area.
Participation in SWCCAC region-wide integrated committee for developing
standardized equipment and supplies ordering processes.
Interprofessional collaboration in care services delivery while ensuring applicable
legislation and regulatory body standards are incorporated into developed
practices and care planning for clients.
Leading staff in culture shifting and process changes to accommodate increased
and complex care needs of Clients and expanding on scope of practice

Community Nurse Case Manager 2005 – 2006 North West Team SWCCAC, London,
Ontario continued
•

•

Supporting excellence in care through following existing policies for positive
disciplinary approaches with staff where necessary & facilitating annual
performance evaluations for my team supporting staff
Accessing and utilizing quality reports to influence resident care through RAI
_HC, organizational quality indicators, client and family feedback

RN Supervisor: 2002-2003 P/T: Longworth Long-term Care, Nursing Home
RN Team Leader: 1996-2001 F/T: London Psychiatric Hospital London
(Regional Mental Health care) London, ON.
Instructor P/T: 2009-2011, Physical Health Assessment 1&11(Laboratory Practice 1
Nrsg-1049-01LC) – Fanshawe College of Applied Arts and Technology, London
Campus, London, ON.
Staff Tutor: Visions Investigations London, London, ON.
Director: 2011- Present P/T
Nursing Health Home Care and Training Services
London, Ontario
Unit Manage/RN Supervisor: 2001-2011
Dearness Home Services, The Corporation of the City of London, London, ON.
RN Supervisor: 2003-2006 P/T: Versa Care, Elmwood Place Nursing Home
London, ON.
Research Assistant Work
Fanshawe College of Applied Arts and Science
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Meadow Park Nursing Home - London, ON
Best Practice Guidelines Implementation
(January 2011 – June 2011)
Research Supervisor Dr R. Harris and Dave Goddard (DOC)
Majority of responsibilities were based on pre-test data collection, tool development, and
the post-instruction data collection with the use of the Interdisciplinary team members,
Medical director, Nurse Practitioner, Residents/ family and stakeholders.
Licenses and Certificates
RN License: College of Nurses of Ontario
Date January, 2015 to December, 2015
Member: Registered Nurses’ Association of Ontario (RNAO) January, 2015 to
December, 2015
LAP: Legal Assistance Program
CNPS: Canadian Nurses’ Protective Society: Eligible.Human Rights and Equity
Chair: Ontario Nurses’ Association
January 2011 to Present
Certified Case Manager Certificate: 2006: Georgina College of Applied Arts and
Technology, Orillia, ON
Certificate Gerontology Nursing: 2007: St.Francis Xavier University
Certified Legal Nursing Consulting Expert, 2010: Toronto, ON
Certificate of Completion: 2011 London: Personality Disorders, Institute for Brain
Potential, Calgary, Alberta, Canada.
Certificate P.I.E.C.E.S. 2008: Educational program, Ontario Ministry of Health &
LTC
Certificate of Completion: 2011: First Aid, CPR/AED Instructor/ Trainer:
Canadian Red Cross, London, ON.
Community Volunteer:
Board of Director Cross Cultural Learner Center, London Ontario
Board of Director: African Canadian Federation of London and Area
Soccer Coach: Men’s Soccer League, London Ontario
Vice President: WAFRIKA Organization London Ontario.
Regional Chair: Human Rights and Equity for SWCCAC.
Hobbies:Soccer, Dancing, Reading and Jogging.
References Available Upon Request

